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Abstract 
The emergence of recovery as an important philosophy in contemporary 
mental health care, alongside increasing levels of coercion has drawn 
attention to the potential for conflicting influences in mental health 
practice.  This thesis examines how such conflicts may be situated in the 
historical, legal and professional foundation of mental health services, 
presenting an argument to suggest this exposes mental health 
professionals to tensions in decision-making. 
Inspired by my own experiences as a mental health nurse, this qualitative 
interpretive inquiry employed multiple case studies to explore whether 
and how mental health practitioners perceive and experience potential 
tensions that may arise from delivering care and enforcing control. Data 
was collected using interviews with mental health professionals and 
observations in an acute in-patient ward and assertive outreach team.  
Data analysis using a theory building approach in case study research 
was adopted to develop an explanatory model which suggests service 
users are constructed as objects of risk.   
+LOJDUWQHU¶V  WKHRU\ KDV EHHQ HPSOR\HG WR VXSSRUW H[SODQDWLRQV
that people with mental health problems are defined and treated in terms 
of risk.  Such a process is enabled by a spatial, narrative and moral 
distance that is created between service users and professionals.  The 
construction of service users as objects of risk is influenced by 
professional, organisational and social contexts. However, displacement 
from the status of risk object occurred when some professionals 
PDLQWDLQHGSUR[LPLW\WRVHUYLFHXVHUV¶VXEMHFWLYHH[SHULHQFHV 
The study has underlined the importance of raising awareness that 
recovery values are not being realised in mental health practice.  It has 
highlighted problems with the language of risk and proposed strategies 
that may enhance opportunities for professionals to remain connected to 
VHUYLFHXVHUV¶QDUUDWLYHVWKURXJKGLDORJXH
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1.0 Introduction 
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1.1 Chapter 1: Introduction 
During my career as a mental health nurse in the National Health 
Service (NHS) I worked within in-patient and community 
rehabilitation settings supporting people who were experiencing 
serious mental health problems.  Dilemmas in decision-making were 
a common occurrence in my nursing practice.  Reflecting on these 
dilemmas, I recognised that I experienced some difficulty when faced 
ZLWK LQVWLJDWLQJ UHVWULFWLRQV RQ SHRSOH¶V OLYHV WKDW XQGHUPLQH WKHLU
own choices; for example through the use of the Mental Health Act.  
On the one hand, I invested in developing relationships with service 
users, creating the conditions in which they feel able to be open, 
supporting them towards recovery and personalised goals.  On the 
other, I had a professional responsibility to act to manage risk and 
reduce the potential for harm alongside ensuring that people received 
support when extremely distressed.  Meeting this duty meant 
XQGHUPLQLQJLQGLYLGXDOV¶FKRLFHV 
It is these experiences from my previous clinical practice that provide 
the inspiration for this research.  Perhaps these themes are evident in 
)RXFDXOW¶V  SHUVSHFWLYHV RQ WKH KLVWRU\ RI PDGQHVV LQ ZKLFK
contradictions between control, punishment and compassion are seen 
as being at the centre of mental health service provision. Undertaking 
an empirical inquiry into these issues begins with the question as to 
whether these experiences are shared with others in mental health 
practice.  If they are, arguably there is value in developing insights 
into the structures and contexts that shape such experiences.  This 
may help us consider whether these tensions are inescapable and ask, 
if so, what are the implications for people with mental health 
problems and the professionals that provide support to them? How, if 
at all, is balance supported to enable the interests and choices of 
people with mental health problems to be recognised?  
The management of risk and supporting recovery superficially present 
divergent perspectives on the drivers for quality contemporary mental 
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health care. This contributes to the possibility that mental health 
practitioners may share the conflicts I experienced and be caught 
trying to strike a balance between promoting choices and enacting 
constraints (Morrall and Hazleton 2000, Davis 2002, Campbell and 
Davidson 2009, Kemshall 2009). Such tensions have been uncovered 
by research studies related to specific areas of mental health care such 
as involuntary treatment, restraint and recovery practices (Duxbury 
and Whittingham 2005, Roberston and Collinson 2011, Wyder, Bland 
and Blythe 2015, Kidd, Kenny and McKinstry 2015).  There is further 
evidence of literature that seeks to critically examine the issues 
surrounding risk management, coercion and how these challenges 
interact with the choice and self-determination of people with mental 
health problems. The majority of such papers adopt a theoretical 
standpoint (Paterson and Stark 2001, Szmukler and Holloway 2001, 
Laurence 2003, Campbell 2010, Perkins 2013, Coffey and Hannighan 
2013).  There is, however, a lack of empirical research specifically 
examining the possible tensions within mental health SURIHVVLRQDOV¶
practice posed by the potential dual influences to control the 
behaviour of service users and promote choice and recovery.  
This thesis presents a piece of research undertaken to explore this 
specific issue. The study examines whether and how mental health 
practitioners perceive and experience potential tensions that may arise 
from both delivering care and enforcing control for people with 
mental health problems.  A multiple case study design was employed 
to enable in-depth examination of this issue. The research study was 
conducted within an acute in-patient ward and a community assertive 
outreach team, incorporating multiple professional perspectives 
through the collection of data using observations and semi-structured 
interviews.  Inspired by my own experiences as a mental health nurse, 
the study has been conducted with a desire to provide insights useful 
for mental health practice and therefore support practitioners to 
negotiate such tensions to promote recovery orientated practice.    
 
4 
 
2.0 Literature 
Review 
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2.1 Chapter 2: Historical Context 
2.1.1 Introduction to Literature Review 
The previous chapter introduced an argument that mental health 
services are subject to contradictory influences leading to potential 
tensions in their role.  Drawing on relevant evidence and theory in the 
literature review I seek to establish that these tensions are inherent 
within mental health practice.   Through an examination of the 
historical context of asylum care I draw on evidence to suggest that 
mental health services were established to provide welfare and 
treatment for people in need.  I contrast this position with insights that 
imply the establishment of psychiatric care served to contain a deviant 
population constructed as in need of control. I consider developments 
in mental health legislation that demonstrated emphasis on individual 
freedoms competing with responsibilities of the state for protection of 
others. Finally, the review addresses two key themes of contemporary 
mental health policy: recovery and risk management. Within this 
discussion, arguments for the potential for these directives to drive 
mental health care in different directions are presented. Throughout 
the debate, I explore the implications these tensions may pose for the 
role and practice of mental health professionals.   
The review, therefore, examines how tensions may be expressed and 
constructed in mental health practice.  Before proceeding to address 
this issue, it is important to briefly appraise the meaning of such 
contradictory influences and associated tensions in mental health care 
in order to establish the context for the discussion.  Foucault (2006) 
writes of juxtaposition at the heart of psychiatric care. A system 
evolves to both contain and care for those defined as mentally ill. 
Containment is enacted in the interests of the rational and serves a 
correctional and punishing function. This introduces the notion that 
the actions of psychiatric care may be governed by the interests of 
those outside the system. Conversely, he acknowledges that this 
contrasts with the view of mental distress as an illness, and its 
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treatment as being driven by a desire for compassion and cure.  Such 
a position creates greater emphasis on the interests of those defined as 
mentally ill. Paradoxes are evident in the manner in which people 
with mental health problems are understood in each position.  The 
former emphasises mental illness as an irrational state, different and 
distanced from the norm.  The latter recognises shared humanity.   
$NH\ FRPSRQHQWRI )RXFDXOW¶V  DUJXPHQWV, that is central to 
this discussion, is the recognition that these functions coexist. 
Arguably because of this, tensions are inevitable in mental health 
care. The potential for contradictory purposes simultaneously 
influencing the care of people with mental health problems highlights 
that these issues are not easily defined and bounded.  This also allows 
incongruities within each position to be recognised, including aspects 
of mental health practice that may be presented as promoting care and 
understanding but could also be recognised as enacting control. The 
complexity of such positions creates challenges for the language 
employed in arguments examining these.  Notably as terms used 
within the literature such as care versus control, autonomy and 
paternalism can present these issues as polemical which discounts the 
multiple meanings that may be inherent within apparently opposing 
positions. I draw out these multiple interpretations, whilst also 
acknowledging the need to clearly articulate the potential impact of 
such influences on mental health practice and through this present a 
rationale for the study.   
The term duality is therefore adopted throughout this thesis. This 
RULJLQDWHVLQ)RXFDXOW¶VVWDWHPHQWVUHJDUGLQJthe juxtaposition 
of correctional containment and compassion.  The term is used to 
express the concurrent presence of different forces, acknowledging 
that these are multi-faceted.  
These arguments indicate that attempting to define the terms of 
possible contradictory influences in mental health care is problematic.  
However, key themes arise throughout this review of the literature 
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suggesting that there may be certain features which characterise 
µGXDOLW\¶ 3ULPDULO\WKLVUHODWHVWRKRZWKHLQWHUHVWVRIWKHVWDWHDQG
wider society compete with the interests of the individual, including 
whether people with mental health problems as a group are excluded 
from having their individual interests acknowledged.  Within this 
review, I present arguments to suggest that these competing interests 
are exhibited in struggles for control.  
I seek to examine the expression of this duality through an 
exploration of the historical, legislative and policy context of mental 
health care.   I consider that containment has remained a central 
element of mental health services throughout their development.  In 
addition I explore the function of mental health services to enhance 
the well-being of people who experience mental distress and how 
these purposes might conflict.  This review illustrates how these dual 
roles can be viewed within service structure and mental health 
legislation.  I conclude with how this duality may create tensions for 
practitioners within contemporary mental health services.    In this 
respect the aim is to explore the complex and interwoven dual roles of 
mental health care.  Central to this examination is a consideration of 
the changing relationship between service users, mental health 
professionals and the state, reflecting how the concept of control is 
integral to this shifting relationship.   
2.1.2 Duality; Asylums Welfare and Containment 
2.1.2.1 The Growth of Asylums, Establishing a Function for Welfare 
In order to understand the role of containment within modern mental 
health care, it is necessary to review the origins of those services.  An 
exploration of the past helps build an awareness of the social context 
for the present and the role this history has in the shaping current 
practice (Ion and Beer 2003).  A complex process led to the 
development of asylum care, with the literature offering a number of 
different perspectives on the rationale for its growth. This may be 
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described in terms of a desire to treat and offer welfare to individuals, 
alongside a process of exclusion which provided protection for the 
public in an evolving capitalist society (Scull 1979, Morrall and 
Hazleton 2000). 
The substantial growth in institutional care across Europe during the 
1700 and 1800s is well documented (Wright 1997, Smith 1999, 
Morrall and Hazleton 2000, Foucault 2006).   Individuals perceived to 
experience mental illness were found within institutions such as 
workhouses, houses of correction and private asylums (Kelly and 
Symonds 2003). In England concern over the conditions within 
private asylums and the resulting trade in lunacy facilitated a drive for 
lunacy reform (Porter 2002).  Subsequent legislation between 1809 
and 1845 allowed for the allocation of public funds to support public 
asylums, with the 1845 Lunacy Act making the provision of public 
asylums compulsory (Smith 1999, Fennell 2010, Nolan 2014). This 
reflected a move to a more centrally managed system of mental health 
care, which observed medical practitioners taking on a lead role in the 
operation of these asylums (Rogers and Pilgrim 2001).  A subsequent 
growth in the number of asylums and inmates reflects an increase in 
the physical confinement of those deemed to suffer from insanity 
(Foucault 2006, Bartlett and Sandland 2007). However, various 
arguments have been presented for this growth which offer useful 
insights into the development of duality in the role of mental health 
services.   
In the latter part of the eighteenth and nineteenth century the total 
population of England experienced significant growth in the advent of 
increasing urbanisation and industrialisation (Nolan 1993).  Such 
significant social changes had a dramatic impact on the extent of 
poverty and ill health within the population (Nolan 1993). This 
presented a growing problem for those who were experiencing mental 
ill health and unable to afford private asylums.   In this respect, the 
development of public institutions was perceived to be underpinned 
by an evolving sense of social responsibility, in which elite groups 
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within society had justified cause in treating unfortunates (Porter 
2002).  This period was marked by optimism for the benefits of the 
asylum, underpinned by the growing psychiatric profession and the 
commitment to institutional care as the vehicle to provide a cure for 
insanity (Rogers and Pilgrim 2001, Porter 2002).  Lunacy reform and 
the vision for asylum care were supported by developing 
humanitarianism and benevolence within some sectors of society 
(Rogers and Pilgrim 2001). Institutions provided support for a 
significant number of people who would be unable to survive outside 
that system, particularly given that at the time poverty and insanity 
were the primary areas of social welfare in which the State was 
prepared to intervene (Freeman 1998).  Asylum care, therefore, 
provided a practical solution for individuals in need (Ion and Beer 
2003). 
The location and structure of the buildings housing asylums reflected 
this focus on providing welfare and promoting good health (Philo 
1987, Philo 2012, Nolan 2014). Situating institutions outside of urban 
centres ensured that they were away from disease epidemics which 
were spreading within the towns (Nolan 1993).  Including designs 
such as airing courts and gardens highlights the importance attached 
to health (Hickman 2009). The expansion of asylums, facilitated by 
the campaign for asylum reform, was seen to provide an important 
opportunity for piloting new therapeutic approaches. This included 
attempts to abandon the use of physical restraint; examples of which 
can be seen in the work of Pinel in France, Chiaguri in Italy and Hill 
and Connelly in England (Porter 2002). The creation of public 
asylums was hoped to be a departure from the violent ill-treatment, 
which reformers perceived characterised the ad hoc provision of 
private and non-specific institutional care (Scull 1993, Smith 1999). 
Alternative therapeutic values were promoted within the York 
Retreat, a Quaker institution founded on the principles of Christian 
humanism, established in 1796.   The retreat focused on the humanity 
of those experiencing mental health problems and promoted moral 
10 
 
therapy that attempted to enable individuals to remain integrated 
within society (Digby 1985, Nolan 1998, Charland 2007). In this 
respect, the growth of asylum care and confinement of the insane was 
an attempt to provide welfare for a large number of individuals in 
need and to address a growing social problem.  
2.1.2.2 The Growth of Asylums, Establishing a Function of 
Containment 
Offering a radically different view, the motives of philanthropists¶ 
attempts to deliver this vision have been criticised. Scull (1982) 
suggests that instead it was driven by a paternalistic concern, in 
response to the threats to social and moral structure posed by an 
underclass perceived to be lacking discipline and self-control.  A view 
W\SLILHGE\-HUHP\%HQWKDP¶VFRPPLWPHQWWRUHLQIRUFLQJDSSURSULDWH
conduct in society through the development of institutions based upon 
the panoptican (Bentham 2003).  Such a structure emphasised the role 
of surveillance and strict discipline (Bentham 2003, Bartlett and 
Sandland 2007).   This proposes an element of control by powerful 
groups within society throughout the evolution of the asylum system. 
Professions such as medicine and law took on responsibility for the 
welfare of those perceived to be either less fortunate or more ill-
disciplined.   The move to a centralised system was indicative of a 
shift in the responsibility taken by the state for the provision of 
mental health care.   
It is possible to challenge the justification for the development of 
institutional care on humanitarian grounds. Despite optimism for the 
benefits of the asylum system, it none the less involved the separation 
of those deemed to be insane from the remainder of society.  
Certification was legally required for admission, which served to 
emphasise the custodial role of asylums (Rogers and Pilgrim 2001).  
$V\OXPVKDYHEHHQGHVFULEHGDV µFXVWRGLDOZDUHKRXVHV¶ IRUSDUWVRI
the population who did not fit with the dominant values in industrial 
urban society (Morrall and Hazleton 2000, Kelly and Symonds 2003).  
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In this respect, state intervention in creating the asylum system was 
perpetuated by a rational view of society, in which the insane were 
perceived to be economically and socially threatening (Scull 1979, 
Morrall and Hazleton 2000).  Containment of the insane within 
asylums became synonymous with the interests of industrial society 
(Ion and Beer 2003). The therapeutic optimism of asylum care 
promoted by the developing psychiatric profession offered a 
mechanism to return well-disciplined and reasoned members, able to 
economically contribute, back to society (Rogers and Pilgrim 2001).  
The function of the system became to serve the interests of the elite 
and bring regulation and order to the world of poverty (Foucault 
2006).  Foucault (2006) draws out the duality that this creates within 
an institutional system delivering confinement and offering treatment, 
suggesting that alongside the desire for welfare was a desire to 
punish. I would therefore point to a function of the asylum system for 
promoting control and regulation within society, presenting physical 
and social containment as the means with which to achieve this aim. 
The social benefits of the process of confinement for certain sectors 
of society were underpinned by the changing views of madness itself.  
Explanations of insanity are culturally and historically defined, 
reflecting social norms and values (Busfield 1996). These have an 
important influence in shaping the development of asylum provision 
(Philo 1987). Surrounding the growth in asylum care was increasing 
secularisation and an expansion of the positivist ideal, which 
impacted on explanations of madness as well as WKH SXEOLFV¶
perceptions.  The sane and insane became juxtaposed with the latter 
EHLQJ HPSKDVLVHG IRU WKHLU µXQFRQWUROODEOH SDVVLRQV XQGLVFLSOLQHG
will oU LUUDWLRQDO PLQG¶ 'LJE\ 1).  For Foucault (2006) the 
progression of confinement expressed the process of the separation of 
reason and unreason.  This course resulted in unreason becoming a 
state which could be recognised, objectified and segregated.  
Confinement and the asylums provided a hiding place for unreason, 
emphasising that this was a state to be feared.  In this respect, the 
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process accompanying confinement and institutionalisation reflected 
the separation of the mentally unwell on both a physical, social and 
ideological level.   
The changing definitions of insanity provide further evidence of the 
role of asylums in maintaining social order.  Asylum populations 
grew rapidly during the nineteenth century (Barlett and Sandland 
2007). The expansion was facilitated by broad notions of insanity, 
allowing many experiences to be classified in this way, which served 
the wider interests of society as well as the professional agenda of 
psychiatry (Scull 1979).    
2.1.2.3 The influence of psychiatry  
The history of asylum care and the history of psychiatry are inter-
connected, though there are differing perspectives on the motives of 
such a connection.  The asylum system provided the opportunity for 
the psychiatric profession to emerge and lay claim to be the legitimate 
experts in the delivery of mental health care (Morrall and Hazleton 
2000, Porter 2002). The involvement of the medical profession in the 
increased regulation within private madhouses at the end of the 
eighteenth century provided a visible role for medical practitioners in 
administering and governing asylum care (Scull 1982). The 
dominance of this role was extended throughout the century 
culminating in the 1845 Lunacy Act legislating for medical presence 
within asylums (Fennell 2010).  It is this role as administrator rather 
than a specific treatment expertise that initially supported the 
establishment of their power base. Such responsibility has been 
described as emphasising the control of psychiatrists as gatekeepers in 
defining moral and reasonable behaviour within society (Morrall 
1998).  
Wright (1997) however, points to the mistaken assumptions this 
argument has been founded upon, which undermines the perceived 
social role of psychiatry.  Families had responsibilities for instigating 
confinement to the asylum. The process of certification included an 
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DVVHVVPHQWRIIDPLOLHV¶HPRWLRQDODQGILQDQFLDOUHVRXUFHVWRGeal with 
the individual (Scull 1993).  For some the asylum may have provided 
a refuge from ill treatment within the family (Morrall and Hazleton 
2000).  A dominance of professional discourses in the history of 
mental health care, at the cost of family, social and public narratives, 
reflects a modernist tendency to provide a fixed view of history that 
marginalises opportunities for alternative perspectives (Holyoake 
2014).  
Despite this, it is apparent that the newly established asylums 
provided a vessel in which medical practitioners were able to practice 
and develop ways of treating insanity (Porter 2002, Morrall and 
Hazelton 2000).  In this respect psychiatry becomes the product and 
the perpetrator of the asylum, establishing their dominance within the 
system.  Psychiatric power extends across administrative, legal and 
clinical structures (Rogers and Pilgrim 2001, Nolan 2014).  The 
development of asylums was consequently supported by medical 
rhetoric, shielding some of their social function (Nolan 1993). The 
advent of asylum care resulted in the expansion of the psychiatric 
profession and established a beneficial relationship between the State 
and psychiatry in the control of mental health care (Scull 1979, 
Rogers and Pilgrim 2001, Morrall and Hazleton 2000) 
It is also within this context that the foundations of mental health 
QXUVLQJ ZHUH HVWDEOLVKHG µ.HHSHUV¶ ZHUH HPSOR\HG WR PDQDJH
asylum populations and administer treatments frequently considered 
as punishments by those in institutions (Nolan 1993, Kelly and 
Symonds 2003). The growth of psychiatric nursing within the asylum 
structure embedded a close relationship with psychiatry (Nolan 1993).  
Holyoake (2014) notes that maintaining social order has been an 
essential part of the mental health nursing profesVLRQV¶KLVWRULFDODQG
moral narrative. Tensions are recognised within the roles of attendants 
and keepers. Alongside adopting a role as enforcer, attendants were 
also spiritual guides, provided practical support and acted as an 
intermediary between doctors and patients (Nolan 1993).  
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The physical structure of the Victorian asylum may embody a 
custodial role. Whilst it has been recognised that the location of 
institutions may have had a therapeutic function, the design also 
belied an emphasis on security and maximising surveillance (Rogers 
and Pilgrim 2001). Their situation outside of towns and cities 
represents a spatial segregation from society (Philo 1987, Philo 2012).  
Clear physical divisions between those inside and outside the walls 
not only contained the mad but also provided protection of the 
population from contamination (Rose 1999).  This serves to 
emphasise a concern with containment and control of people with 
mental health problems.  To a certain extent this is exemplified 
through the mechanisms used to gain therapeutic benefit.  The vision 
of asylum care was seen as a departure from physical violence; 
however, initially it relied on the use of mechanical restraint and 
physically invasive treatments.  Attempts to reduce physical restraint 
are marked by a need to increase surveillance (Porter 2002). 
Interestingly, staff with the responsibility for the care of those in the 
asylums were themselves subject to high levels of surveillance and 
regulation (Nolan 1993). 
2.1.3.2 Moral therapy and tensions of control  
One of the most well recognised therapeutic approaches that 
challenged the focus on external control through mechanical restraint 
was moral therapy.   Pioneered by the Quaker run York Retreat, moral 
therapy was characterised by compassion, a comfortable physical 
environment and a focus on orderliness, the benefits of work and 
domestic duties, in order to enable recovery (Borthwick, Holman, 
Kannard, McFetridge, Messruther and Wilkes 2001, Charland 2007). 
Such an approach was seen to embody the enlightened hopes for a 
new institutional system.   
However, Foucault (2006) has challenged these purely therapeutic 
values and suggests that they obscure the repressive role of moral 
treatment in which external control is supplemented for internalised 
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control through psychological coercion.  A system of rewards and 
punishments becomes a mechanism to support adherence to a strict 
moral code. Through this process of internalisation an even more 
powerful form of control is achieved.  I find it important to recognise 
that moral treatment has to be considered within the ideological 
context of ideas surrounding lunacy during the early years of the York 
Retreat.  At this time, moral factors were implicated in the causation 
of madness (Digby 1985). The challenge to the perceived therapeutic 
value of moral treatment expresses a tension between enabling and 
oppressing, in which a balance is sought between facilitating self-
government and enacting moral control (Scull 1993, Digby 1985). 
Scull (1993) claims that these tensions became resolved through the 
evolution of the more oppressive system of moral management.  
However, a danger of historical reconstruction is the possibility of 
ERWK LGHDOLVLQJ DQG KRPRJHQLVLQJ D KLVWRULFDO QDUUDWLYH 'LJE\¶V
(1985) detailed history of the York Retreat departs from a linear view. 
It highlights the changing nature of the RHWUHDW¶VSUDFWLFHVDQGLGHDV
documenting the relationship to moral therapy. Digby (1985) 
demonstrates that moral treatment is influenced by a complex 
interaction of factors, including the impact of the individual 
VXSHULQWHQGHQWV  6FXOO  DQG )RXFDXOW¶V (2006) contentions 
could also be criticised for failing to appreciate the influence of the 
Quakers¶ own culture, values and place within society on moral 
treatment (Borthwick et al 2001, Charland 2007). None the less, these 
challenges point to further tensions within the role of mental 
healthcare: the inherent nature of control and the potential for 
therapeutic practices to be viewed as coercive. 
The acceptance of moral therapy as a valid treatment by the growing 
psychiatric profession presented a tool to extend their professional 
dominance within the asylum system (Morrall and Hazleton 2000).  
Increasing numbers of patients, and a lack of the promised cure, 
damaged the hopes of therapeutic optimism instilled by the lunacy 
reformers. Certification, the breadth of definitions of mental disorder, 
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coupled with the perceived failure of moral therapy led to pessimism 
and an increasing focus on the custodial role of asylums (Rogers and 
Pilgrim 2001, Porter 2002).  Psychiatry¶V UHVSRQVH was to adapt, 
defining mental disorder as chronic (Porter 2002). In the mid to late 
nineteenth century theories of the causation of madness were 
associated with moral degeneracy and inherited traits (Porter 2002).   
Excluding such a threat from society, therefore preventing it from 
spreading further demonstrates the custodial role of an asylum. This 
model supported segregation and the control of interactions within the 
walls themselves (Nolan 1993, Philo 1987, Ion and Beer 2003).  In 
this respect the asylum provides a containing function, protecting 
wider society from moral and social degeneration. Geographical 
VHJUHJDWLRQUHIOHFWV)RXFDXOW¶VLGHDVWKDWWKHVWDWHRIXQUHDVRQ
is one to be feared.   
Alongside a desire to provide welfare, it becomes apparent that the 
asylum system provided a containing function which may have served 
to benefit social elites and represented increasing State intervention in 
the lives of those defined as mentally ill (Smith 1999, Nolan 1993). 
However, it is important to recognise that ever since its evolution the 
asylum system had critics who campaigned for a less custodial role 
(Rogers and Pilgrim 2001). Equally the perception that mental health 
care was solely institutionally based, with the late twentieth century 
credited with the birth of community care, can been criticised. Both 
the family and community based service provision had a role in 
meeting the needs of people with mental health problems throughout 
the eighteenth, nineteenth and twentieth centuries (Wright 1997, 
Digby 1985).  Such criticisms could challenge claims of a dominant 
containing function of mental health care during this time. 
Enlightenment positivist ideas are associated with a growth in the 
medical paradigm for understanding madness and an allied increase in 
professional power. However, ideas linking madness to a disease 
process have existed for over 2000 years (Lester and Glasby 2006, 
Kendall 2009).  Historical accounts are themselves products of 
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reconstruction (Scull 1989). Both the pre-understandings of those 
developing and reading the accounts, are likely to influence the 
interpretations that are reached. This is particularly significant given 
my own context when appraising the texts.  Acknowledging certain 
representations of the history of mental health professionals suits 
current discourses (Holyoake 2014). Mental health nursing is 
WKHUHIRUH DEOH WR UHSUHVHQW LWVHOI DV µSURJUHVVLQJ EH\RQG WKH
JDWHNHHSHU¶UROHHolyoake:104). In this respect, Ion and Beer (2003) 
warn of the implications of viewing our own contemporary practice as 
something that is real and transcends history. Consequently caution 
needs to be exercised in accepting the truth of one narrative, 
particularly when this narrative is dominated by professionals rather 
than those who experienced life in the institutions.  
2.1.3 Summary 
Considering the historical development of asylums suggests that since 
its very conception centralised mental health care has struggled with a 
potential duality within the functions it serves.   Asylums within 
industrial society provided welfare for people in need, initially 
attempting to offer the hope of improvement in the condition of those 
that they admitted (Porter 2002, Smith 1999). They also provided 
containment for a population which has been perceived to threaten the 
economic and social order, establishing that mental disorder is a state 
which needs to be managed and controlled (Foucault 2006, Scull 
1993).  The therapeutic approaches employed in attempts to enable 
these improvements have been questioned for their potentially 
controlling and repressive function, whether this be through a process 
of external or internal government.   A paradox within the fabric of 
mental health care is constructed. In this context, a duality is 
expressed in the co-existing functions within institutional care to 
contain and control people defined as mentally ill, whilst 
simultaneously promoting their welfare and support. These influences 
create the potential for competing directions in mental health 
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SURYLVLRQ ZKLFK PD\ OHDG WR WHQVLRQV EHWZHHQ LQGLYLGXDOV¶ IUHHGRP
and their being subject to external control.  
Questions persist over whose interests mental health care serves; 
whether these are mutual or competing between the State, 
professionals, service users and wider society. An exploration of how 
the literature constructs the debate surrounding the development of 
institutional care locates this firmly within a socio-political context.  
The importance of this is reflected in the manner in which similar 
debates are constructed in the literature concerning contemporary 
mental health services. I will consider these parallels in the remainder 
of the review.   
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2.2 Chapter 3: Mental Health Legislation; Individual 
Rights and Social Control 
2.2.1 Introduction 
Legislation is a framework for control within society (Tebbit 2005). 
The construction and implementation of mental health law expresses 
the duality of mental health care, through a struggle to balance 
safeguarding the rights of individuals diagnosed with mental ill health 
and protecting wider society.   Concerns with such protection reflect 
an emphasis on duties to guarantee that people with mental health 
problems have access to treatment, alongside efforts to ensure that 
unjustified infringements on their autonomy are avoided.  Functions 
of legislation focused on protecting wider society highlight a need for 
control of people with mental health problems on the basis of threats 
posed to the public. These frictions emphasise the potential for 
tension in practice that operates within the structure of specific mental 
KHDOWKODZ,QWKLVFKDSWHU,H[DPLQHKRZVHUYLFHXVHUV¶FKRLFHVDQG
state control are expressed through the Mental Health Act. It focuses 
in detail on the Mental Health Act 1983 and its amendments in 2007 
to provide a context for contemporary mental health practice. 
Mental health legislation throughout the nineteenth and twentieth 
century embodies the shifting emphasis on ensuring treatment and 
promoting the interest of civil liberties.   Underpinning legislative 
developments during the time was an increasing focus on the liberal 
notion of the individual as autonomous and rational.  Individual rights 
stems from the ideal of the individual as responsible and self-
contrROOHG7HEELWW-60LOO¶VWKHRULHVKDYHEHHQLQIOXHQWLDOLQ
debates regarding legislative based state intervention in the lives of 
individuals. µOn Liberty¶ (Mill 1859) argues that the only justification 
for the exertion of state powers against indiYLGXDOV¶ ZLOO LV LQ WKH
prevention of harm to others (the no harm principle).  However, Mill 
(1859) explicitly excludes people with mental health problems from 
20 
 
this principle, thereby arguing that prevention of harm to self is an 
adequate justification for LQWHUYHQWLRQ +DUW  GHIHQGV 0LOO¶V
position to argue that in general coercive laws to protect people 
against themselves are justified when not used to reinforce moral 
VWDQGDUGV 7KLV SRVLWLRQ LV UHIOHFWHG LQ WKH µSDUHQV SDWULH¶ SULQFLSOH
underpinning legislation, namely that the state is duty bound to 
intervene and protect those who are unable to keep themselves safe 
(Coleman and Solomon 1976). The legislative balance between 
liberty, rights and state authority are evidently much debated. Within 
these debates rights are associated with certain ideals of the 
individual. Key political and legal theories specifically exclude 
people with mental health problems who, as the previous chapter has 
highlighted, may be perceived as not conforming to these ideals.  This 
identifies them as different and undermines their access to rights in 
addition to justifying coercive intervention. I find these debates 
central to understanding the potential for tension within mental health 
practice.  Such debates are evident throughout the development of 
mental health legislation in the nineteenth and twentieth centuries.  
Mental health law provides a framework for constructing the 
relationship between mental health professionals and service users 
(Leiba 1998). Legislation is a vehicle through which the boundaries 
of control can be defined and the role of mental health professionals 
in administering this are outlined.  This serves to both structure the 
function of psychiatry and aspire to provide protection from abuse of 
its power (Leiba 1998).  These purposes can be contrasted as 
something of a dichotomy between the interests of the legal and 
medical professions (Jones 1991).  The legal approach is 
characterised by interest in the liberty of an individual, in which 
mental health professionals can be constructed as potential agents of 
abuse. Conversely, the medical profession is held to be seeking a 
framework within the law to support early and effective treatment, 
therefore sanctioning legally supported intervention in the lives of 
people with mental health problems.  This dissimilarity can create 
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tension through the difference in the discourses within which the 
professions operate (Borthwick et al 2001, Bartlett and Sandland 
2007).  This debate serves to highlight powerful competing interests 
within the design and implementation of the law, revealing the 
potential for conflict between the rights of the individual to treatment, 
protection from abuse and compromise of autonomy.  However, it 
fails to take account of the role of both the public and the state in 
constructing these legislative frameworks.  This review goes on to 
consider how these discourses are represented within amendments to 
the Mental Health Act 1983 and 2007 outlining how these contribute 
to duality within mental health services.  
2.2.2 Safeguards and Rights, Mental Health Act 1983 and Mental 
Health Act 2007 
Legislative developments introduced by changes to the Mental Health 
Act in the late twentieth century have been presented as positive 
progress for the rights of people with mental health problems who are 
subject to the Act.  This concern with protection from unnecessary 
infringements on liberties and access to quality treatment reflects 
)RXFDXOW¶V  LGHDV UHJDUGLQJ PHQWDO KHDOWK VHUYLFHV¶ role in 
promoting care for the mentally ill.  
The 1983 Mental Health Act is seen to redress the balance created by 
the lack of protection afforded to service users in the Mental Health 
Act (1959). It legislated for the conditions in which liberty can be 
removed and treatment enforced, making more explicit the boundaries 
of this. Legislative change introduced greater opportunities for 
individuals to appeal, which was matched by a significant increase in 
the number of review tribunals in the 1980s (Gostin, Bartlett, Fennell 
et al 2010). It also included increased protection for those receiving 
enforced treatment; foregrounding the rights and welfare of those 
under the act (Symonds 1998, Edgley, Stickley and Masterson 2006). 
However, the protective power of bodies such as tribunals and the 
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Mental Health Act Commission to really challenge the power of 
mental health professionals has been questioned (Symonds 1998).   
Recognition of the rights of individuals diagnosed with mental illness 
within the 1983 Act is significant.  During the period of the 
amendment to the Act the face of mental health services was 
increasingly fragmented with a growing movement away from 
institutional care, highlighting the need for a clear framework for the 
conditions in which involuntary admission to hospital was permitted 
(Butler 1993).   The shift away from the segregation of those 
perceived to experience mental disorder in the nineteenth century, to 
their reintegration into the community in the late twentieth century 
creates emphasis on the social rights of individuals with mental health 
problems (Goodwin 1997).  This occurs in a wider social context of 
western societies increasingly concerned with civil rights, citizenship 
and access to inclusion (Goodwin 1997, Barnes and Bowl 2001, 
Pilgrim 2009).  These movements provided grounds to critique liberal 
notions of the individual present in legislative debates regarding 
ULJKWV DV UHSUHVHQWHG LQ 0LOO¶V WKHRULHV ZKLFK PDVNHG JHQGHU DQG
class interests (Tebbit 2005). Such developments acknowledge the 
rights of marginalised groups and promote a move for greater equality 
for people with mental health problems, supporting a drive for 
community care and reduced government control (Edgley et al 2006).  
This could represent a desire to shift away from physical containment 
within a segregated system and more emphasis on the protection of 
VHUYLFH XVHUV¶ DXWRQRP\ $GYRFDF\ ZDV DFNQRZOHGJHG DV SDUW RI
these changes, which may be construed as an attempt to offer 
enhanced control for people with mental health problems themselves.  
2.2.2.1 Proposals to Reform the 1983 Mental Health Act  
Further progress towards rights and equal treatment for people with 
mental health problems could be viewed in initial plans published by 
the Richardson Committee for revising the Mental Health Act 1983 
(Department of Health (DH) 1999). The expert committee was 
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convened to advise the government on the requirements of mental 
health legislation within contemporary society.  The committee stated 
its support for the development of a legislative framework which was 
able to balance the rights of individuals diagnosed with mental health 
problems and those of wider society (DH 1999).  This presented an 
opportunity to address the criticisms of previous mental health 
legislation and to extend the focus on the rights of those subject to the 
Act.  The Richardson Committee recommended a number of key 
components of revised legislation; a summary of which is outlined in 
Figure 1.0.  
Figure 1.0 Summary of Richardson Committee Recommendations 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Principles:  Non-discrimination on grounds of mental health.  There 
should be a promotion of patient autonomy and care in least 
restrictive environment. 
Reciprocity:  If legislation supports compulsion of people with 
mental disorder, it must also impose a duty on health and social care 
services to provide a standard of care for those who are compulsorily 
detained 
Safeguards:  To protect rights of those detained to include: right to 
advocacy, assistance with constructing advanced agreement, right to 
safe containment including respect for dignity. 
Mental Disorder:  A broad definition of mental disorder be adopted 
with a number of specific exclusions for example where diagnosis is 
primarily associated with misuse of alcohol or drugs.  
Compulsion:  Recognised the continued need for compulsory 
assessment when informal care fails, that this application should be 
made by an Approved Social Worker but that the potential for this 
role to be extended to other mental health professionals be 
considered.  Compulsory treatment would be allowed in specified 
circumstances.  
Processes include compulsory care and treatment order, with tribunal 
who have powers to make decisions as to whether care takes place in 
hospital or community. 
Capacity: That capacity in relation to decisions regarding treatment 
should play a key role in identifying whether there is a need for 
compulsory treatment. 
(Department of Health 1999) 
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John Rawls was a political philosopher whose liberal theories provide 
an important framework for examining ideas regarding equal rights 
and the legitimate, democratic use of coercive power. As part of John 
Rawls¶ (1971) vision of civil society he proposes two key principles; 
that every member of society has equal right to basic liberties and that 
inequalities (social and economic) should benefit the least 
advantaged, with all having equal access to opportunity (Rawls 1971).  
Liberty is identified as most important to enable members of society 
to pursue their goals.  Coercive Law (recognised by Rawls as the 
exercise of political power) is only legitimate when compared to 
publicly justified norms, rather than doctrines (e.g. religious) that may 
not be sanctioned by all (Rawls 1981, Quong 2013). This position 
recognises members of civil society as autonomous moral agents who 
wish to act for the good of justice in society (Freeman 2004). The 
0HQWDO+HDOWK$FWKDVEHHQUHFRJQLVHGDVWKHVWDWH¶Vµcoercive power 
LQWUXGLQJ RQ WKH IUHHGRP RI WKH LQGLYLGXDO¶ %DUWOHWW DQG 6DQGODQG
2007::KHQDSSOLHGWRPHQWDOKHDOWKVHUYLFHV5DZOV¶WKHRU\RI
justice suggests that autonomy is prioritised.  Any compromise to 
autonomy, exercised by mental health services has to be clearly 
justified.   Significantly, autonomy is related to his principle of liberty 
rather than rationality suggesting that individuals have the right to 
PDNH µLUUDWLRQDO¶ GHFLVLRQV ,NNRV %RDUGPDQ DQG =LJPRQG 
The recommendations of the Richardson Committee to include 
capacity for decisions to treatment reflect these principles as the 
emphasis is on a restoration of health to promote capacity.  These 
principles within the proposed reforms emphasise the function of 
services to provide effective support and treatment for people with 
mental health problems; alongside challenging unjustified 
compromises to the autonomy of service users. 
The significant revisions that the committee recommended to the 
existing mental health legislation were seen to move towards greater 
protection for people with mental health problems. In accordance with 
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5DZOV¶WKHRU\RIIHULQJDPRUHMXVWDQGHTXDOIUDPHZRUNWKDQ
the Mental Health Act 1983. This was particularly significant in the 
overarching principle that underpinned recommendations that the Act 
should be non-discriminatory and create more legislative parallels 
between the treatment of physical and mental health problems. The 
proposal that a position of reciprocity be established, with mental 
health services having a duty to provide care with appropriate 
standards for those subject to compulsory powers, provides an 
important indication of the aim of the committee to bring welfare to 
the fore.  
Recent developments in the Mental Health Act (1983) may, therefore, 
be considered to have the aim of ensuring those in particular need of 
help receive it, whilst including clear protection from infringements 
on the rights of people with mental health problems.  
2.2.3 Containment and Protection of Others, Mental Health Act 
1983 and Mental Health Act 2007 
I have argued that protection of the rights of people with mental 
health problems has influenced developments in the Mental Health 
Act 1983 and proposals to amend this Act.  However, this coincides 
with concerns identified that this legislation unnecessarily increases 
the surveillance and controls that people with mental health problems 
are subject to. Through these concurrent themes, the legislation serves 
³GXDO´ IXQFWLRQV  ,Q WKH IROORZLQJ VHFWLRQ , SUHVHQW DUJuments that 
the Mental Health Act emphasises control of people with mental 
KHDOWKSUREOHPVZLWKRXWIXUWKHUVDIHJXDUGLQJRIVHUYLFHXVHUV¶ULJKWV
This law expresses the juxtaposition highlighted by Foucault (2006) 
as being at the heart of mental health services.  
The implementation of the Mental Health Act 1983 was unable to 
realise the promotion and protection of the rights of people who were 
subject to the law that it promised.  In urban settings the majority of 
individuals with a diagnosis of psychotic illness will be detained 
under the Mental Health Act at some point (Churchill, Wall, Hotopf 
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et al 1999, Care Quality Commission (CQC) 2013). There has been 
further criticism of the disproportionate use of the Act amongst some 
socio-cultural groups, in particular African Caribbean men (Churchill 
et al 1999, Mind 2011, CQC 2013). The reason for these inequalities 
is debated, yet they highlight the potential for mental health 
legislation to reflect social prejudice, serving interests other than 
therapeutic and reinforcing its controlling function.  
Administration of the Mental Health Act involves denying individuals 
of their right to liberty (Parker 2007).    Such paternalistic action is 
justified in terms of the best interests of the individual (Chan 2002), 
refOHFWLQJ 0LOO¶V QRWLRQ WKDW LQWHUYHQWLRQ LV DFFHSWDEOH LI LW LV LQ WKH
persons own interest when they are defined has having a mental 
disorder (Tebbit 2005). Compulsory care is therefore defensible on 
the basis of improving health through adherence to treatment and 
avoiding the harm of frequent relapse: achieving good through 
improvements in well-being.  Yet the reality of ensuring the patient¶s 
best interests are promoted within mental health legislation has been 
undermined (Szmukler and Holloway 2001). The benefits of 
hospitalisation and medication as a means to treat mental distress are 
much debated (Moncrieff 2003, Snow and Austen 2009). This 
compromises paternalistic arguments that the person¶s interests are 
served by compulsory treatment to improve health.  The acceptance 
of psychiatric practices as treatment could therefore be questioned. 
,QWHQW LV VLJQLILFDQW LQ KRZ WKH µSDUHQV SDWULDH¶ SULQFLSOH KDV EHHQ
applied (Coleman and Solomon 1975).  The action of both 
punishment and treatment may be similar but the intent defines the 
interpretation and justification for the action.  In the example of 
restraining someone in a hospital and restraining someone in a prison, 
it is the intent to restore health in the first example that defines the 
action as treatment rather than punishment.  Recognising the 
damaging impact of forced interventions and loss of freedom is 
therefore undermined through understanding the action as therapeutic 
(Coleman and Solomon 1975). Support for the position that unreason 
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is a state to be feared and therefore controlled is found in these 
claims.  
The existence of the Mental Health Act has threatened the idea of 
voluntary hospital care (Vassilev and Pilgrim 2007).  Informal 
admission is experienced as coercion by some service users 
(Churchill et al 1999, Laurence 2003, Bindman, Reid, Szmukler et al 
2005, Katsakou, Bowers, Amos et al 2010).   A lack of protection 
under human rights law is afforded to voluntary patients who may 
accept treatment in an awareness of the restrictive powers of the 
Mental Health Act and the potential for this to be invoked if they 
refuse (Richardson 2008).   These arguments contribute to some 
accusations that the Mental Health Act is a form of legalised 
discrimination which unjustly disadvantages those who have been 
diagnosed with mental health problems to sanction public and state 
fears of the threat that madness poses (Szasz 1989, Szmukler and 
Holloway 1998, Vassilev and Pilgrim 2007).  
These themes are significant in relation to the final amendments to the 
Mental Health Act (1983) introduced in 2007. The Department of 
Health reviewed the recommendations of the Richardson Committee 
and rejected a number of their key proposals (DH 2000).  An 
extended focus on containment was developed at the cost of 
safeguards for individuals with mental health problems (Grounds 
2001, Szmukler and Holloway 2001, Bertram and Powell 2005, 
Pilgrim 2007).  The government rejected the recommendation that 
there should be a reciprocal duty of care to those undergoing 
compulsion, but accepted suggestions to extend supervised 
community treatment (DH 2000, Pilgrim 2007). This was undertaken 
despite warnings that extending compulsory powers of treatment into 
the community could have limited impact on relapse (Churchill et al 
2007). A recent clinical trial confirmed that the introduction of 
Community Treatment Orders (CTOs) in England has not reduced 
hospital admissions for people experiencing psychosis, concluding 
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that this meant there was no justification for the restrictions placed on 
SHRSOH¶VOiberty (Burns,  Rugaska, Molodynski et al 2013).    
The inclusion of these proposals shifts the legislation away from John 
5DZOV¶  SULQFLSOHV RI OLEHUW\ The position that compulsory 
detention is not warranted on the grounds of best interests challenges 
5DZOV¶SULQFLSOHVRIOLEHUW\ZKHUHLWLVDVVXPHGUHVWULFWLRQRQ
freedoms should not occur without sufficient justification. Without 
the identified need for restoration of capacity to make decisions about 
treatment, according to Ikkos et al (2006) removal of liberty cannot be 
justified on health grounds.  Rawls¶ (1971) second principle that 
inequality should benefit the least advantaged, with all having equal 
access to opportunity, is also challenged by the removal of any 
commitment to reciprocity from the changes to the Act.  People with 
mental health problems are socially excluded whilst poor standards 
and a lack of resources within mental health services have 
consistently been identified, which clearly highlights these changes 
could exacerbate rather than reduce inequalities (ODPM 2004, 
Duggan, Edwards and  Dalton 2014, Gillett 2014).  
2.2.3.1 Mental Health Act and Dangerousness 
The prioritisation of containment within the Law at the cost of 
VDIHJXDUGV IRU LQGLYLGXDOV¶ ULJKWV UDLVHV FRQFHUQV LQFluding the 
limitations of the justifications presented for controls within the 
amended Mental Health Act.  
Criticisms have been levelled at the arguments used by the 
government to justify the alterations to the Mental Health Act, 
particularly the disproportionate emphasis on dangers posed by 
people with mental health problems to others (Harper 2004, Shaw, 
Middleton and Cohen 2008).  Compulsory detention on the basis of 
perceived dangerousness is problematic from a number of 
perspectives.  The notions of both dangerousness and risk have been 
described as social constructs (Corbett and Westwood 2005, Lupton 
2013,).  The actual threat posed by people diagnosed with mental 
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health problems is over represented (explored in Chapter 5).  
However, the Home Office had a significant presence in the 
development of proposals to reform the Mental Health Act (Cairney 
2009).  Such input reinforces an emphasis on control as well as 
health.  
The construction of the reforms exposes a tendency to separate the 
public and patients, without recognising patients as members of the 
public (Harper 2004). Perceived pubic interests are emphasised over 
safeguarding the autonomy of people with mental health problems, 
revealing a process where they may be treated differently from other 
individuals within society.    This is central to the problems identified 
with the Mental Health Act (Szmukler and Holloway 2000).  People 
with mental health problems have been recognised as subject to 
controls based on their perceived dangerousness in ways that others 
who may pose more of a danger and be equally ¶treatable¶(such as 
drink drivers) are not (Sasz 1989, Pilgrim 2007).   
Rawls (1981) proposes that where there is unequal treatment and 
certain groups¶ liberties are unfairly restricted, social co-operation is 
undermined. Those who have been subject to this unfair treatment can 
feel humiliated and those who benefit feel that this group deserve 
such a mistreatment.  This view underpins Morrall and Muir-
&RFKUDQH¶VH[SODQDWLRQRISHRSOHZLWKPHQWDOKealth problems 
as spoiled citizens in contemporary western society which results in 
them being subject to increased and justified forms of social control.  
µOthering¶ is an important concept to help understand this process. 
'HILQLQJµRWKHU¶DULVHVIURPWKH identification of strangeness, which is 
subsequently separated from self.  Otherness is feared and perceived 
as dangerous as it poses a threat to order and control (Lupton 1999).  
This serves to elucidate the means through which the discourse of risk 
is used to marginalise certain social groups on the basis of their 
perceived danger and otherness (Lupton 2013).  The opportunity for 
people with mental health problems to exercise choice is therefore 
restricted by the state in the name of public interests. 
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Public perceptions of the dangerousness of people with mental health 
problems have been shown to correlate with their views relating to the 
need to coerce people into accepting interventions (Pescosolido, 
Monahan, Link, et al 1999).  This points to an alternative application 
of Rawls¶ theories (1971), whereby these constraints from the state 
could be sanctioned on the basis of the publicly agreed consensus that 
such interventions were reasonable.  Legislation may therefore be 
seen as an expression of moral and public fears of groups identified as 
other (Douard 2007).    The impact of this process on people with 
mental health problems living in the community is paradoxical.  
Individuals are no longer excluded from the community via the 
asylum system yet they are judged as others, posing a threat to the 
community and who therefore should be subject to control (Warner 
DQG*DEH5DZOV¶QRWLRQWKDWWKLVUHVXOWs in humiliation may be 
reflected in the self-stigma which can arise from being diagnosed with 
a mental health problem (Brohan, Slade, Clements, Thornicroft 
2010).  
In contrast to providing a protective function, legislation risks 
becoming a tool of social control, enforcing accepted social norms in 
which the other is constructed as a threat to the rational autonomous 
individual (Symonds 1998). Compulsion may be invoked on the basis 
of anticipated rather than actual acts, which supports this view.  
Within western society, people with mental health problems are one 
of the only groups that can be detained without trial (Szmukler and 
Holloway 2001, Vassilev and Pilgrim 2007).   Mental health 
legislation therefore becomes an oxymoron as its function is public 
safety rather than the protection of health. People with mental health 
problems experience unjustified restrictions on their autonomy.  In 
reflection of these arguments, mental health law actually serves to 
discriminate against people with mental health problems (Szasz 1989, 
Szmukler and Holloway 2000, Szmukler 2014).  
Plans to develop a new Mental Health Act were rejected in 2006 in 
favour of amending the existing legislation including the introduction 
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of supervised community treatment in the form of CTOs. These 
amendments developed despite significant criticism from service user 
and professional groups regarding the lack of safeguards and 
increased focus on control (Parker 2001, Daw 2002, Mental Health 
Alliance 2005).  
2.2.4 Mental Health Legislation and Rights  
Mental health legislation has been characterised as an attempt to gain 
a balance between the rights of the individual and the duties of 
services to provide treatment (Jones 1991, Pilgrim 2007). The 
promotion of human rights within contemporary society is reflected in 
the development of anti-discriminatory and human rights legislation 
(Carpenter 2009). However, limited protection is offered for people 
with mental health problems through this legislation due to exclusions 
RI³SHUVRQVRIXQVRXQGPLQG´LQFHUWDLQDUWLFOHVRIWKH Human Rights 
Act (1998).  Thus, legislation fails to recognise the coercion 
experienced by service users (Carpenter 2009).  Such a position 
reflects the historical omissions of people with mental health 
problems from challenges to coercive legislative measures (e.g. Mills) 
as well as liberal notions of the rational autonomous individual as the 
basis for access to rights (Tebbitt 2005).    This culminates in a 
situation where individuals actually lose their rights through the 
mental health system (Bertram and Powell 2005). The marginalisation 
of people with mental health problems within rights based legislation 
may be indicative of people with mental health problems as spoiled 
citizens perpetuating their status as other (Morrall and Muir-Cochrane 
2002, Lupton 2013).   
The language of rights may however be part of the problem; Rose 
(1985) argues that an emphasis on rights discourse fails to articulate 
whose rights should have priority, which is borne out in the failures of 
policies and legislation to foreground the rights of people with mental 
health problems. The power of medical constructions of social reality 
may limit the impact of rights based discourses to challenge 
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containment in mental health care (Bartlett and Sandland 2007).   
0HGLFDO WUHDWPHQW LV WKHUHIRUH VRXJKW IRU PHQWDO µGLVRUGHU¶ DV D
reflection of a powerful psychiatric discourse, Bartlett and Sandland 
(2007) suggest this means that providing consent to treatment may 
actually represent a more pervasive form of coercion.  However, the 
United Nations Convention on the Rights of Persons with Disabilities 
(2008) may have implications for challenging this position and 
prioritising the rights for people diagnosed with mental health 
problems.  It adopts a social model of disability, underpinning equal 
access including the rights to liberty, privacy and equal recognition in 
law. This significantly challenges the justification of involuntary 
treatment and potentially presents current legislation as 
discriminatory as it unequally restricts freedom of those diagnosed 
ZLWK D PHQWDO GLVRUGHU 6]PXNOHU 'DZ DQG &DOODUG  5DZOV¶
principles underpinning the vision for a civil society are thus more 
evident within the UN convention. 
2.2.5 0HQWDO+HDOWK3URIHVVLRQDOV¶Role within the Mental Health 
Act 1983 and 2007 
Mental Health legislation has significant implications for the role of 
mental health professionals and their relationship with service users 
(Leiba 1998).  The influence of the law is evidenced not only in the 
responsibilities professionals undertake in implementing the Mental 
Health Act, but also in the reality of practicing in the context of a 
health law that can restrict liberty.  In the following section I explore 
the role of mental health professionals in relation to the Mental Health 
Act and consider the implications for tensions within their practice. 
The introduction of powers for Approved Social Workers (ASWs) in 
the Mental Health Act (1983) provided scope to counter the dominant 
influence of psychiatry.  The role explicitly focused on a social 
perspective, drawing greater attention to the rights and autonomy of 
the service user (Gostin et al 2010, Bartlett and Sandland 2007).  The 
valued independence from the medical profession created opportunity 
33 
 
to promote the least restrictive alternatives to hospital care leading to 
positive outcomes for service users (Davidson and Campbell 2010, 
Bressington, Wells and Graham 2011).  The introduction of the ASW 
role represented an attempt to safeguard the rights of individuals and 
ensure that people most in need would receive treatment in hospital.  
This role adopted by social workers in the Act competes with other 
responsibilities and is open to tensions as a result.  ASWs were 
employed by the state to administer mental health law and therefore 
balance the interests of service users with those of their relatives and 
the public (Campbell 2010). The social perspective thought to be 
FHQWUDOWRWKHUROHRI$6:VKDVQ¶WDOZD\VEHHQHPSKDVLVHGLQFOXGLQJ
by social workers themselves (Gregor 2010). Their role ultimately 
positions social workers as having some authority to detain someone 
against their will, inescapably leading to tensions regarding care and 
control (Gregor 2010, Campbell 2010).  Lipsky (1980) claims such 
WHQVLRQV DUH LQHYLWDEOH IRU SURIHVVLRQDOV DFWLQJ DV µVWUHHW-level 
EXUHDXFUDWV¶&OLHQWLQWHUHVWVKDYHWKHOHDVWLQIOXHQFHLQGefining the 
role expectations of professionals responsible for implementing 
political agendas in practice; consequently the emphasis on public 
safety and containment dominates.   The position that exposure to 
µGXDOLW\¶LVDFRPPRQHOHPHQWRIPHQWDOKHDOWKpractice is supported.  
The role previously undertaken by ASWs was opened to other mental 
health professionals in the Mental Health Act (2007) as Approved 
Mental Health Practitioners, (AMHPs).  The expansion of the types of 
practitioners able to undertake powerful positions in administering the 
Act has further highlighted the potential for these roles to focus on the 
rights of service users, alongside a purpose to control people with 
mental health problems.  
The new AMHP role raised concerns that service usHUV¶ULJKWVZRXOG
be further comprised by the loss of a social focus in Mental Health 
Act assessments (Bressington et al 2011).  Extending the number of 
professionals drawn into legally sanctioned compromises to service 
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XVHUV¶ DXWRQRP\ VSUHDGV SRZHUV RI Fontrol. Yet key competencies 
within the AMHP role focus on addressing discrimination and 
inequality, with a requirement for training to emphasise person-
centred care and respect for diversity (Health and Care Professions 
Council 2013).  This strategy may support professionals to manage 
the emotional labour that such authority can entail (Gregor 2010). 
However, such an emphasis within the competencies may be part of 
appearing to promote service users interests whilst actually exerting 
containment.   
Psychiatry has challenged the extension in the range of professionals 
involved in both the 1983 and 2007 Acts. The Royal College of 
Psychiatrists expressed concerns that the new AFWZDV³XQHWKLFDODQG
XQVDIH´ 0RQFULHII 2003a:8).  The profession was dissatisfied with 
the implications of reform for the role of psychiatrists.  The autonomy 
of doctors to make decisions about compulsory treatment was 
threatened by the proposal to enhance the role of tribunals in decision 
making on compulsory care; this was also seen to be at the costs of 
WULEXQDOV¶SURWHFWLRQRISDWLHQWV¶ rights (Moncrieff 2003a).  However, 
resistance to reforms has been located in wider problems within the 
profession, such as tensions between different models of practice and 
a reduction in its institutional power base (Pilgrim 2007). This is 
particularly evident in the alteration of the responsible medical officer 
role to extend this to other professions, thus potentially undermining 
the power of psychiatry.  
2.2.5.1 Mental Health Nurses and Tensions of Control 
The powers of mental health nurses to detain service users under the 
Mental Health Act were extended in both the 1983 and the 2007 Acts. 
These developments can conflict with the relational focus of nursing.  
The therapeutic relationship between service users and mental health 
nurses is a central characteristic of the profession (Peplau 1952, DH 
2006, Nursing and Midwifery Council (NMC) 2015).   Through the 
promotion of humanistic qualities, in conjunction with those receiving 
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care, a mental health nurse can support an individual to work towards 
recovery (Watkins 2001). With this emphasis on the therapeutic 
UHODWLRQVKLSWKHH[SDQVLRQRIWKHUROHRIPHQWDOKHDOWKQXUVHV¶SRZHUV
in legislation contributes to the potential for tensions in their role. 
These tensions may be between delivering care which is relational 
and person centred, alongside making decisions that directly 
FRQWUDYHQHSHRSOH¶VZLVKHVXQGHUPLQLQJWKHLUDXWRQRP\ 
Concerns have been expressed by mental health nurses that working 
as an AMHP threatens their therapeutic relationship with service 
users and distances them from their caring identity (Laing 2012).  The 
traditional association between nursing and medicine contributed to 
further criticism that nurses undertaking an AMHP role lacked the 
professional power to challenge medical decision making, 
XQGHUPLQLQJSURWHFWLRQRIVHUYLFHXVHUV¶ULJKWV&RIIH\DQG+DQQLJDQ
2013).  Some mental health nurses have welcomed the AMHP role, 
viewing this as an opportunity to further protect the rights of service 
users and support the therapeutic relationship through the provision of 
continuity of care, reflecting confidence in their interpersonal abilities 
to maintain relationships in the face of restrictive powers (Jackson 
2009, Laing 2012, Coffey and Hannigan 2013). Yet the claim to be 
working in person centred ways, whilst maintaining this legislative 
authority, means mental health nurses can serve to legitimise the 
compromise of civil liberties (Hopton 1996).    
The shift in the decision making role of mental health nurses in the 
Mental Health Act (1983, 2007) has drawn attention to their powers 
in promoting the containment of people with mental health problems. 
However, the physical proximity of nurses to service users means that 
their role has always been grounded in administering restriction 
contributing to arguments that mental health nurses act as agents of 
social control (Morrall 1998).  This role is enacted through 
surveillance but also their responsibilities in imposing containment 
and enforced treatment.  From this perspective, nurses perpetuate the 
separation of the sane and insane formalised in the development of 
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psychiatric institutions (Morall 1998).  Yet social control has been 
recognised as a useful element of caring in nursing, as it contributes 
to the functioning of society. This is achieved through the regulation 
and support of people whose social roles have been disrupted, in the 
context that society is unable to function without the continuation of 
these roles (Kelly and Symonds 2003).  Such arguments claim that, 
again, the interests of people with mental health problems are 
subjugated on the basis of wider social and public benefits.  
Mental health nurses and unqualified support workers are the main 
professional group involved in the direct administration of 
involuntary treatment and containment. This occurs in the context of a 
professional philosophy that emphasises interpersonal relationships 
and shared decision-making (DH 2006, NMC 2015,). Mental health 
nurses could be acutely affected by the tensions that this could create 
in comparison with other professional groups.  Clearly (2003) and 
Bjorkdahl, Palmstierna and Hansebo (2010) explore the complexity of 
these tensions as nurses in inpatient settings strive to balance their 
controlling and therapeutic roles. Nurses recognised that they 
IUHTXHQWO\ RYHUULGH VHUYLFH XVHUV¶ ZLVKHV ZKLOVW EDODQFLQJ
professional responsibilities and the prevention of harm to service 
users. However, making simplistic divisions between controlling and 
therapeutic mental health nursing interventions overlooks the 
disciplinary aspects of care that promote conformity through more 
implicit means (Godin 2000). This position supports Bartlett and 
6DQGODQG¶V  FODLP WKDW FRQVHQVXDO PHQWDO KHDOWK WUHDWPHQW
represents a more insidious form of coercion. Service users highlight 
that even when subject to involuntary treatment, being able to 
H[HUFLVHVRPHDJHQF\LVLPSRUWDQWZKLOVWQXUVHV¶SHUVRQDODWWULEXWHV
time and understanding of them as people improved their experience 
of this treatment (Wyder et al 2015).  These findings suggest that 
interventions which control may also be delivered with compassion 
and care. Mental health nurses may therefore experience tensions due 
to pressures to focus on care, compassion and relational nursing, 
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alongside holding legally sanctioned powers to restrict freedom and 
GHOLYHUHQIRUFHGWUHDWPHQWDJDLQVWDQLQGLYLGXDOV¶FRQVHQW 
2.2.6 Summary  
In 2012-2013 the total number of people with mental health problems 
involuntarily admitted to mental health services exceeded 50,000 
(Health and Social Care Information Centre 2013). These figures 
reflect an increase of 12% over a five year period (CQC 2014).  
Despite policy commitments to the least restrictive environment, 
compulsory containment is clearly increasing.  
The history of mental health legislation is complex, striving for a 
balance between liberty, individual rights, access to treatment and 
public protection.  The degree of balance achieved reflects social, 
philosophical and political conceptions of the individual and 
ambiguities about whether people with mental health problems are 
recognised in these concepts or excluded on the grounds of being 
other. Tensions between the rights of, and control over people with 
mental health problems are pervasive within the development and 
implementation of mental health law.  Mental health professionals are 
exposed to these tensions both within their own roles as defined by 
statute, and in their work with service users in the context of 
legislation that restricts personal liberties.  Such debates provide 
further evidence that there is juxtaposition at the centre of mental 
health care.  
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2.3 Chapter 4: Mental Health Practice, Recovery and 
Control 
2.3.1 Introduction  
Recovery has become an important concept in contemporary Western 
mental health care (Slade 2009, Barker and Buchanan- Barker 2011).  
Promoting the recovery of people with mental health problems is 
embedded in healthcare policy, professional guidelines and education 
(DH 2004, DH 2006, College of Occupational Therapists 2006, Care 
Services improvement partnership, Royal college of Psychiatrists and 
Social Care Institute for Excellence 2007, Shepard, Boardman and 
Slade 2008).  Yet, it is a philosophy that grew from the collective 
experiences of people with mental health problems, dissatisfied with 
the dominant conceptualisations of mental distress and unhelpful 
treatment they received from mental health services (Deegan 1995, 
Mead and Copeland 2000).   As an influential philosophy in mental 
heDOWK FDUH UHFRYHU\ IRFXVHV RQ D SHUVRQ¶V ULJKWV WR VHOI-
determination, whilst positioning the role of mental health services to 
support the person to achieve their personal life goals and enable 
them to rediscover a valued sense of self.  Recovery aligns with 
mental health services as supportive and enabling, focussed on 
reducing barriers for people with mental health problems and 
FKDOOHQJLQJWKHµWKHP¶DQGµXV¶GLYLGH5HFRYHU\WKHUHIRUHSUHVHQWV
a fundamental challenge to the exclusion of people with mental health 
problems from access to the legal and social opportunities explored in 
the previous chapters.   
The values underpinning recovery are recognised as differing from 
traditional approaches in mental health services (Repper 2000, Barker 
and Buchanan-Barker 2011a).  They have also been identified as 
conflicting with a culture in mental health care preoccupied with risk 
assessment and management (Tickle, Brown and Hayward 2012, 
Morgan and Felton 2013).  Recovery represents one element of the 
duality examined in this review. In the following discussion I 
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examine the influence of recovery in mental health care and consider 
how the concept undermines perspectives that suggest people with 
mental health problems need to be contained and controlled.  The 
contrast that this presents with risk as a key focus of mental health 
services will be examined in the next chapter. 
2.3.2 Understanding Recovery  
Recovery is recognised as a multi-faceted, complex concept that is 
difficult to define (Roberts 2008, Stickley and Wright 2011). It has 
been applied as an idea, a framework, philosophy and paradigm, 
offering a new interpretation of the term (Bonney and Stickley 2008, 
Slade 2009).  Recovery describes the journey experienced by people 
as they learn to live with their distress and move on (Davidson and 
Roe 2007). It is this interpretation that reflects the application of 
recovery within contemporary mental health services.  Part of the 
drive for this new understanding is to challenge the limitations caused 
by a focus on DUHWXUQWRµQRUPDO¶as the goal of mental health care. 
Recovery grew from the development of a collective voice of service 
users, facilitated by the civil rights and service user social movements 
(Davidson and Roe 2007, Barker and Buchanan-Barker 2011a).  
Whilst organised objections to the treatment of people with mental 
health problems had existed for many years it was in the 1970s and 
the 1980s in the UK that the service user movement fully developed 
(Campbell 2009).  As previously highlighted, this was aided by a 
broader social and political context that emphasised citizenship, 
human rights and participation (Beresford and Branfield 2012). 
Whilst perspectives within the service user movement are diverse, 
Campbell (2009) highlights common beliefs. These include: that 
people with mental health problems are competent and have a right to 
a voice through self-advocacy, that they should have their own 
understanding of their experiences respected and that there is an over-
reliance on psychiatric medication within services. Movements 
emphasise the importance of recognising the wider social 
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determinants on the creation and maintenance of   mental distress 
(Wallcraft 2003).  These perspectives emphasise equality and 
challenge the position of people with mental health problems as being 
in need of control.  The rapid development of service user 
organisations alongside the growth of consumerist models of 
KHDOWKFDUH SURYLGHG WKH RSSRUWXQLW\ IRU VHUYLFH XVHUV¶ YRLFHV WR EH
heard. Weinstein (2010) suggests that this created the conditions for 
VHUYLFH XVHUV WR GHYHORS DQ µDOWHUQDWLYH GLVFRXUVH¶ constructing a 
positive identity for people with mental health problems. 
Within this context new meanings of recovery developed, driven by 
the narratives of people with experience of mental health problems. 
Through this, the perception of people with mental health problems as 
irrational and other is undermined.   The challenges of defining 
recovery may be partly due to the claim that it is an individual 
experience.  However, within the literature key themes emerge which 
suggest some common elements to the recovery process (Anthony 
1993, Repper and Perkins 2009, Stickley and Wright 2011).  These 
themes relate to having hope for a meaningful and valued life, 
discovering new identifies and taking back control (Deegan 1996, 
Higgins and McBennett 2007, Wisdom, Saedi, Weis et al 2008, 
Repper and Perkins 2009).  
In this review I have argued that people with mental health problems 
have been viewed as a threat and are in need of being controlled 
through the actions of mental health services.  Recovery emphasises 
individuals taking control which presents an important challenge to 
these ideas.  Using mental health services can involve a loss of 
control over daily life  (including through the loss of liberty as 
previously identified) or handing this over to others; yet exercising 
choice is seen as a core principle of recovery so has to be addressed to 
support a recovery process (Anthony 1993).  Actions associated with 
exercising personal agency such as non-compliance with treatments 
can create turning points for recovery (Mancini 2007). Underpinning 
such perspectives is the recognition of people with mental health 
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problems as autonomous individuals with the right to make decisions 
about their lives, aV UHIOHFWHG LQ 5DZOV¶ YLVLRQ RI D FLYLO VRFLHW\
(Rawls 1971).  
The notion of control in relation to recovery is closely linked to 
service users taking responsibility for managing their mental health 
and well-being. Self±management includes developing ways of 
dealing with distress and seeking support when needed (Mead and 
Copeland 2000, Slade 2009). Recovery planning, self-help and peer 
support are emphasised as approaches that can facilitate self-
management (Mead and Copeland 2000, Faulkner and Kalathil 2012).   
Recovery recognises that people can grow and change despite 
RQJRLQJµV\PSWRPV¶$QWKRQ\<DWHV+ROPHVDQG3ULHVW, 
and that they do not need to be rid of symptoms to be able to 
participate as equal citizens.  It promotes that they have a right to 
assistance and adjustments to enable them to access opportunities and 
participate in society (Sayce 2000, UN 2008).  Such a perspective 
repositions the relationship between people with mental health 
problems, professionals and wider society.  Mental health problems 
have been recognised as a disability, meaning that there is an 
emphasis on adaptations that should be made in the environment or 
organisation to ensure it is accessible (Slade 2009a).  This ideological 
shift conflicts with the historical foundation of mental health care and 
its social control function to return well-disciplined members back to 
society.  Recovery also attempts to shatter the definition of people 
with mental health problems as other.  The focus on meaningful 
identity, opportunities for employment and education recognises 
people with mental health problems as citizens with equal rights of 
access (Repper and Perkins 2003).  Defining recovery as possible 
despite the continuation of problems suggests that participation and 
rights may not be restricted to liberal ideals of the individual 
previously discussed.  
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2.3.2.1 Implications for Mental Health Practice  
Recovery is perceived as a departure from the conventional concern 
of mental health care, with a focus on deficits and problems 
perpetuated by a medical paradigm (Repper and Perkins 2003, Tew 
2013). Recovery has developed into a powerful discourse within 
mental health practice; underpinning mental health nursing education, 
workforce competencies and supported by the Royal College of 
Psychiatrists (DH 2004, DH 2006, NMC 2010, South London and 
Maudsely NHS Trust, South West London and St Georges Trust 
2010).  It has been presented as the central philosophy influencing the 
future direction for mental health services and is increasingly 
perceived as an indicator of quality care (Happell 2008, Boardman 
and Shepard 2009, Implementing Recovery through Organisational 
Change, ImRoc 2013).  
Recovery orientated mental health practice suggests the role for 
professionals is characterised by the development of hope-inspiring 
relationships, supporting people  to work towards personalised goals 
and sharing power  (Borg and Kristiansen 2004, Roberts 2008, 
Stickley and Wright 2011). This can mean a shift in the power 
relationship between mental health professionals and service users, as 
WKHSHUVRQ¶VDFWLYHSDUWLFLSDWLRQDQGRSSRUWXQLWLHVIRUSHUVRQDOSRZHU
are central to recovery (Watkins 2007, Roberts 2008).    
Shifting power relationships are an important response to recognising 
the expertise of people with mental health problems.  This expertise is 
grounded in personal journeys through mental distress and recovery 
(Deegan 1996a, Higgins and McBennet 2007).  A key principle of 
shared decision-making is acknowledging that all those involved 
bring specific expertise and through a mutual process this can be 
shared to reach the decision which is best for that individual (Deegan 
and Drake 2006, Drake, Cimpean and Torrey 2009). Policy directives 
have consistently outlined that service users should be involved in 
planning their care, evaluating and now commissioning and 
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delivering healthcare services (DH 2000a, DH 2003, DH 2012). 
Shared decision making enables service users to have a greater voice, 
as it recognises their expertise and challenges the authoritarian 
approach of mental health services (Drake, Deegan and Rapp 2010). 
SKDUHGGHFLVLRQPDNLQJFDQDOVRJLYHEHQHILWVIRUDSHUVRQ¶VUHFRYHU\
journey.  It is suggested that good experiences with shared decision 
making encourage a more active role to be taken by the person 
overall, ultimately promoting the self-management so vital to 
recovery (Torrey and Drake 2010). Service users have reported 
improved self-efficacy, awareness of triggers and ability to plan for 
stressful situations when involved with decision making (Ludman, 
Katon, Bush et al 2003).  
Underpinning these perspectives is a respect for people who 
experience mental health problems as autonomous individuals, able to 
exercise agency and with the right to make choices about their lives.  
The adoption of recovery within policy and professional guidelines 
provides a clear directive for mental health care to support these 
principles, as well as undermining the position of people with mental 
health problems as irrational others.  
2.3.3 Duality and Recovery 
Despite the strategic focus, adopting a recovery approach has been 
described as a paradigm shift for mental health services that has not 
yet been realised (Slade 2009, Bonney and Stickley 2008, Barker and 
Buchanan-Barker 2011a, Yates et al 2012). ServiFHXVHUV¶H[SHULHQFHV
of recovery reveal that mental health services continue to act in ways 
which undermine recovery (Mancini 2007, Happell 2008, Aston and 
Coffey 2012).  Such concerns have been represented by survivor 
groups campaigning for the concept of recovery to be abandoned.  
µ5HFRYHU\ LQ WKH %LQ¶ FKDOOHQJHV WKH FRORQLVDWLRQ RI WKH WHUP E\
professionals and believes recovery has been used to justify public 
spending cuts, masking the significant impact of social and economic 
inequality on mental health (Recovery in the Bin, 2015). 
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The perspective that recovery offers a new approach with the 
potential to transform the lives of people with mental health problems 
has also been questioned (Dickerson 2006 Mountain and Shah 2008).  
The recovery movement is underpinned by the view that mental 
health services of the past were concerned with diagnosing and 
treating problems.  Institutional, medically based care is presented as 
the dominant treatment approach, staffed by professionals who 
defined patients as helpless and hopeless.  Recovery is therefore 
presented as a paradigm with the potential to transform what is and 
was wrong about mental health services.  This may be grounded in an 
inaccurate historical view of mental health care as being defined by 
an omnipotent biomedical perspective (Braslow 2013).    Instead, 
professionally led movements to reform asylum care, permit 
voluntary admission and understand the psychological determinants 
of mental ill health are outlined (DaYLGVRQ 5DNIHOGW DQG 6WUDXVV¶V
2009). %UDVORZ¶V  DUJXPHQWV UHFRJQLVH WKH LGHD RI GXDOLW\
within the history of mental health care and highlight the problems 
inherent with drawing on a singular historical narrative. The 
legitimacy of recovery as a radical new approach offering solutions to 
past errors of mental health care may therefore be undermined.  
5HFRYHU\HPSKDVLVHVSHRSOH¶VULJKWVWRVHOI-determination, increasing 
their opportunities to take back control (Repper and Perkins 2003).  
However, doubts have been raised regarding the reality of recovery 
facilitating increased control.  Recovery, particularly self-
management, suggests individuals adopt strategies that enable them to 
cope with daily life alongside their distressing experiences (Davidson 
2005).  This process itself acts as a system of control.  Scott and 
Wilson (2010) highlight that the Wellness and Recovery Action 
Planning (WRAP) approach to self-management perpetuates the view 
that people with mental health problems are in constant danger of 
losing control.  Through its emphasis on monitoring, triggers and 
early warning signs it acts as a system of self-surveillance focussed 
on maintaining well-being.  In addition, WRAP specifically advocates 
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the need for others to take control when a crisis occurs (Scott and 
Wilson 2010). Frameworks such as advanced statements promoted 
within recovery and shared decision making approaches still hand 
decision making power back to the institution (Adams and Drake 
2006) 
IQGLYLGXDOV¶FRQVWDQWUHYLHZRIZHOO-being results in this surveillance 
being absolved into the accepted subjectivity of the person.  As such, 
recovery forms part of a neo-liberalist system of governmentality 
(Scott and Wilson 2010, Braslow 2013).  Neo-liberal values 
emphasise individual autonomy, whilst presenting the good citizen as 
one who is able to govern themselves (Rose 1999). Conduct is 
regulated through informed individual decision making based on 
goals of self-development and risk aversion (Rose 1999, Larner 2000, 
Braslow 2013). Self rather than state regulation is achieved as a 
technique of control (Rose 2000).   Genuine choice becomes a myth, 
as behaviour that does not conform to these expected values and 
QRUPVULVNVRVWUDFLVP2¶%yrne and Holmes 2007). Recovery, and in 
particular self-management, offers a framework to encourage 
individuals to regulate their own conduct in line with these expected 
behaviours of an autonomous rational citizen.  This is underpinned by 
the individualistic focus of recovery, at the cost of considering social 
environments which may cause and perpetuate distress; though some 
authors have offered perspectives on how recovery orientated practice 
can better account for social contexts (Tew 2013, Yates et al 2012).   
Recovery provides a complimentary philosophy to that underpinning 
neo-liberal welfare reform (Braslow 2013, Recovery in the Bin 2015). 
Recent changes to the healthcare system have been underpinned by 
commitments to increase choice IRU KHDOWKFDUH µFRQVXPHUV¶ '+
2010, DH 2012). The neo-liberal ideological emphasis on choice, free 
market principles and a reduced role for the state are reflected in these 
reforms (Larner 2000).  Such welfare changes form part of the 
redefinition of citizens as autonomous individuals exercising choices 
(Rose 1999).  Those who fail in this self-government are defined as 
46 
 
µIDLOHG FLWL]HQV¶ 5HFRYHU\ perpetuates this viewpoint, as 
responsibility for recovery and maintenance of well-being essentially 
rests with the individual, whilst social and economic inequalities are 
ignored (Braslow 2013). 
2.3.4 Summary 
A recovery paradigm grew from the lived experience of people with 
mental distress and has developed as an influential discourse in 
mental health care.  Growth and discovery can develop beyond the 
limits of experiencing mental health problems (Anthony 1993, Repper 
and Perkins 2003, Shepard et al 2008), with recovery emphasising 
autonomy, rights and self-determination. A number of problems with 
recovery have been identified, yet there are other powerful 
mechanisms which threaten the opportunity people with mental health 
problems have to exercise choice and control.   Tensions between 
promoting recovery and managing risk have been acknowledged 
within the literature (Pilgrim 2008, Tickle et al 2012, Stickley and 
Felton 2006); wKLOVW0DQFLQL¶V ) research has highlighted how 
coercion and control on the part of mental health services can act as 
barriers to recovery.  In the following chapter I examine risk and its 
implications for control, exploring how this may contribute to 
tensions with recovery.  
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2.4 Chapter 5: Risk, Mental Health Problems and 
Dangerousness  
2.4.1 Introduction 
The discussion has considered that mental health care has been 
influenced by aims to provide support and welfare, alongside 
structures that control and contain a group defined as other.  
Recovery, with an emphasis on choice, and self-determination has 
become influential in mental health practice.  However, co-existing 
directives expressed through policy and professional guidelines 
emphasise the need to manage the risks presented by people with 
mental health problems.  These have the potential to shape mental 
KHDOWK SUDFWLFH LQ D GLUHFWLRQ RSSRVHG WR VXSSRUWLQJ VHUYLFH XVHUV¶
choice and self-determination, providing further indication of the 
potential for tensions at the heart of mental health care.  This final 
section of the review examines how risk management may conflict 
with recovery and express duality in the aims of mental health care. 
Research has proposed a link between severe mental health problems 
(such as schizophrenia) and violence (Hiday 1997, Appelbaum, 
Robbins and Monahan 2000, Doyle and Dolan 2002). There is a 
longstanding perception held by professionals and the public that a 
threat is posed by people with mental health problems.  Criticism of 
the research associating mental illness and violence has highlighted 
methodological problems, false claims of causality and the influence 
of other variables such as abuse (Hiday 2006, Langan 2010, Rogers 
and Pilgrim 2010). Despite this, mental health services remain 
preoccupied with assessing VHUYLFH XVHUV¶ potential to cause harm 
(Warner and Gabe 2004, DH 2011, Wand 2012).  In order to explore 
the focus on risk in mental health services, I will debate this concern 
about the dangers posed by people with mental health problems. 
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2.4.2 Community Care, Public Safety and Risk  
The last half of the twentieth century witnessed the large scale closure 
of psychiatric hospitals, with a significant reduction in hospital 
populations and the transfer of in-patient beds to general hospitals 
(Nolan 1993, Porter 2002,).   De-institutionalisation, on the face of it, 
ended the geographical segregation of people classified as mentally 
ill.   A group largely perceived as different were now visible within 
the community rather than hidden behind the walls of an institution 
(Moon 2000). De-institutionalisation took place in a political context 
that supported such reforms alongside public and academic criticism 
of the state of asylum care (Goffman 1961, Martin 1984, Porter 
2002).  However, if as Foucault (2006) argues, segregation 
perpetuated the state of unreason as one to be feared, de-
institutionalisation raises a number of issues regarding how this fear 
is managed. 
A small number of high profile incidents, including homicides 
committed by people in contact with mental health services, occurred 
LQ WKHHDUO\¶V7KHVHKDYHEHHQDVVRFLDWHGZLWK IXHOOLQJSXEOLF
fears regarding the threats posed by the mentally ill in the context of 
community care (Goodwin 1997, Laurence 2003, Young 2014). 
Media reporting of such incidents perpetuated an image of people 
with mental health problems as a danger and community care as 
failure (Laurence 2003, Kalininecka and Shawe-Taylor 2008).  This 
recognises a role for the media in not only reporting but also 
constructing the meanings of such events (Paterson and Stark 2001).   
Moral concerns have been an influential thread in the explanations of 
media, public and government responses to these incidents.  Some 
dangers are seen to result in moral outrage, a phenomenon linked to 
the perceived control and causality of the event (Szmukler and Rose 
2013).  Violence perpetrated by people with mental health problems 
is claimed to cause moral outrage; events are perceived as 
controllable with clear lines of accountability (Szmukler and Rose 
2013$OWHUQDWLYHO\UHVSRQVHVKDYHEHHQFKDUDFWHULVHGDVDµPRUDO
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SDQLF¶ 6D\FH  0XLMHQ  +DQQLJDQ DQG &XWFOLIIH 
3DWHUVRQ DQG 6WDUN  HPSOR\ &RKHQ¶V   WKHRU\ RI PRUDO
panic to suggest that  dangers posed by people with mental health 
problems are experienced as an exaggerated serious threat to safety, 
that is presented as such by the media.  In doing so, general public 
anxiety regarding violent crime as a concern in the 1990s is 
highlighted. Stereotypes of gender and race relating to specific 
incidents are identified as contributing to fears constructing newly 
released patients as in danger of killing strangers. This draws on 
notions of difference to present people with mental health problems as 
a risky other (Lupton 2013).  Invisible within this discourse was the 
impact of de-institutionalisation on people with mental health 
problems themselves and the significant risks that they were exposed 
to.  
)XUWKHUVWDJHVRI&RKHQ¶VPRUDOSDQLFtheory are recognised as 
taking place including, a clear response from policy makers.  Policy 
making during this period demonstrates an acceptance of people with 
mental health problems as dangerous, confounded by the failure of 
existing models of community care (DH 1998, Hannigan and 
Cutcliffe 2002). During the 1990s a succession of government 
policies introduced changes that increased the surveillance of people 
with mental health problems in the community (DH 1996, DH 1998, 
DH 1999a). Chapter 3 has explored how this theme has progressed 
into more recent legislative changes. Whilst on the one hand de-
institutionalisation created opportunities for more focus on the social 
rights of people with mental health problems, the extent to which 
people are able to exercise choice is constrained within a policy 
system that emphasises surveillance (Goodwin 1997).   Such 
monitoring was presented as a need to assess and manage the risks 
posed (namely of violence and suicide) by people with mental health 
problems (DH 1996, DH 1998, DH 1999a). Resources of mental 
health professionals are directed to those perceived to be most risky, 
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contributing to risk being of greater importance in decision-making 
(Kemshall 2009). 
Moral panic theory provides a useful framework to acknowledge the 
complex relations between the media, public views and policy 
making.  In relation to the construction of people with mental health 
problems as a danger, it serves to emphasise the importance of 
exaggerated fears.  In contrast to these fears, the vast majority of 
murders are perpetrated by those without mental health problems 
(about 85%, Laurence 2003). The rate of homicides committed by 
people in touch with mental health services has been in steady decline 
despite the murder rate as a whole increasing in the years since de-
institutionalisation (Taylor and Gunn 1999, Laurence 2003, Appleby, 
Kapur, Shaw et al 2013).   People with serious mental health 
problems are five times more likely than the general population to be 
victims of physical violence (Pettitt, Greenhead Khalifeh et al 2013). 
Harms that are experienced by service users such as victimisation, 
exclusion, discrimination, abuse or the iatrogenic effects of treatment 
are hidden by such an emphasis on the dangers posed by the mentally 
ill (ODPM 2004, Muir±Cochrane 2006, Maniglio 2009). The number 
of service users who experienced these harms increased post de-
institutionalisation.  
According to Mary Douglas (1992), risks that serve to reinforce 
certain moral codes receive greater attention within contemporary 
Western society; for example, those that maintain segregation 
between people perceived as pure and those perceived as deviant 
(Douglas and Wildavsky 1982, Lupton 2013,). Risk also functions as 
part of a blaming system to assign accountability and responsibility.  
Douglas (1992) identifies the manner in which blame for danger is 
apportioned to certain social groups. This acts as a protective 
mechanism for individuals, reinforcing boundaries and social norms.  
The social context is now one in which the language of risk has 
replaced the language of danger, characterised by a heightened 
DZDUHQHVVRIKD]DUGV'RXJODV'RXJODV¶WKHRULHVRIIHU
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a useful insight into the social and cultural context that may have 
contributed to the level of concern regarding tragic events committed 
by people in contact with mental health services.  Here, blame is 
apportioned to mental health services and the failure of community 
care, whilst people with mental health problems are identified as a 
VRXUFH RI ULVN  %RXQGDULHV EHWZHHQ µWKHP¶ DQG µXV¶ PD\ be 
reinforced whilst the mentally ill are defined as in need of control to 
reinforce the moral order (Douglas 1992, Lupton 2013).  
2.4.2.1 Risk, Mental Health Problems and Strategies of Control 
The closure of psychiatric hospitals and the evolution of community 
based care may be viewed as resulting in the destruction of a 
containing system of control for people defined as a threat to social 
order (Scull 1982, Morall and Hazelton 2000, Foucault 2006).   
People with mental health problems have been recognised as a 
marginalised group, defined as different and, as the previous section 
has highlighted, a potential danger to wider society.  The management 
of such a threat, therefore, demanded new strategies of control.  
Within post or advanced liberal societies according to Deleuze (1992) 
discipline is no longer achieved through the shaping of conduct via 
institutions.  Significant social changes have led to a fracturing of 
such institutions (such as the psychiatric hospital). Instead within a 
control society, control is dispersed and continuous (Deleuze 1992); it 
is achieved through the networks and practices that shape our 
everyday lives (Rose 2000).  Goals of self-improvement, continuous 
training and monitoring of health and well-being are features of such 
practices of control (Deleuze 1992, Rose 2000).  Within this social 
context, the good citizen is one who takes responsibility for managing 
their own (and their families¶) security and well-being, acting as 
autonomous agents, making informed choices (Rose 1999, Larner 
2000).  Those who do not confirm to the boundaries of such practices 
DUH LGHQWLILHG DV µQRQ RU IDLOHG¶ FLWL]HQV 5RVH   They are 
GHILQHG DV VXFK E\ WKH VWDWH RU VWDWH¶V DJHQFLHV (Morrall and Muir-
52 
 
Cochrane 2002). People with mental health problems are identified as 
an example of non-citizens assumed to be unable or unwilling to 
engage in responsible self-government and manage their own risk 
(Rose 1999). 
Nikolas Rose (1999, 2000) proposes that this results in such non-
citizens becoming the subject of a variety of agencies, creating a 
network of surveillance with the purpose of minimising the risk and 
exerting control.  Mental health professionals are a central part of this 
network.   Collecting and sharing information with one another 
regarding the risk is significant and helps to ensure that all individuals 
subject to this network can be defined as potentially risky.  
Consequently the assessment, management and reduction of risks are 
a fundamental part of psychiatric professional responsibility.  This 
facilitates the identification of those who are safe enough to be 
PDLQWDLQHG LQ WKHFRPPXQLW\DQG WKRVHZKRDUHµKLJKULVN¶and can 
be dealt with through confinement. Admission to institutions (such as 
hospital care) provides a mechanism by which to contain the risk until 
such a time as it can be managed.  This leaves people with mental 
health problems in danger of µUH-inFDUFHUDWLRQ¶ (Morrall and Hazelton 
2000).  Within this context the challenge of control is re-defined as 
the challenge of the management of risk (Rose 1999).  Networks of 
surveillance staffed by control professionals are tasked with the role 
of protecting the community from such dangerous non-citizens. They 
are held accountable for any harm that may come to such a 
community, as failures in risk management are viewed as 
opportunities for improvement in techniques and knowledge.  This is 
founded within the view that uncertainty is controllable. 
Professionals also have a key role in putting into operation the 
policies necessary for governance of post-modern society according 
to Castel (1991). This is achieved through the shift from perceptions 
of dangerousness located in the mentally ill subject and managed 
through containment, to the generation of risk factors   These factors 
are identified via an objective approach to collecting facts,  creating 
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WKH µHSLGHPLRORJLFDO FOLQLF¶ LQ ZKLFK VHUYLFH XVHUV DUH YLHZHG E\
professionals in relation to their risks (Castel 1991). The caring 
professional is subjugated in the interests of risk assessment (Godin 
2006). This shift creates multiple opportunities for intervention to be 
instigated to manage the risk and reinforces a process of surveillance.  
It is through this bureaucratic system that professionals are 
subordinate to the manager and the state.  Castel (1991) claims they 
no longer have responsibility for the processing of this collated risk 
information and the manager becomes the decision maker (a function 
of control in a post-modern society).   Such identification of risks 
leads to the coercion of service users to follow an assigned pathway, a 
process particularly evident within the Care Program Approach 
(Godin 2006). 
Both Castel (1991) and Rose (1999) emphasise a significant role for 
risk in post-modern society.  Social theories claim risk is an important 
way of making sense of society (Giddens 1993, Beck 1992).  Within 
this social context, risk is understood as representing hazard. Like 
Douglas (1992), Beck (1992) claims that there is a growing 
consciousness of risk within society in which the motivating force 
becomes achieving safety. However, Beck (1992) maintains that 
while it may be possible to identify risks it is not possible to predict 
and control them.  
,QFRQWUDVWWR%HFN¶VSRVLWLRQ, risk in mental health practice is 
understood as a phenomenon that can be measured and managed 
(Crowe and Carlyle 2003).  Assessing and containing risk posed by 
service users is a vital skill for a responsible mental health 
professional (Szmukler and Rose 2013). It is identified as a core 
aspect of mental health practice (DH 2006, Freshwater and Westwood 
2006, DH 2008). Despite evidence to the contrary (Fazel, Singh, Doll 
et al 2012, Wand 2012), research continues to seek to improve the 
accuracy of risk assessment tools (Royal College of Psychiatrists 
(RCP) 2008).  Tensions are highlighted between intuitive, 
professional judgement and rational risk calculation (Doyle and Dolan 
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2002, McGuire 2004). Mental health professionals have been 
criticised for subjective and inaccurate judgments of risk in 
comparison to tools based on scientific statistical calculations (Doyle 
and Dolan 2002). An increasingly technical process is created as the 
focus is removed from the person onto paper based tools (Godin 
2004).  Such risk analysis forms a discourse; one which positions 
VRPHDVH[SHUWVDQGRWKHUVDVµLQDUWLFXODWHLUUHOHYDQWRULQFRPSHWHQW¶
(Jasanoff 1999:137). These arguments also highlight the construction 
of service users as perpetrators of risk devoid from the power to 
understand, define and consequently manage risk in accordance with 
their status as spoiled citizens.  
The perspective that risk is a knowable quantifiable concept is 
perpetuated; predictions are treated as objective facts.  This has 
benefits for decision makers as it gives the impression of reducing 
uncertainty and making the future predictable (McDonald Waring and 
Harrison 2004, Szmukler and Rose 2013).  This reflects a modern 
system of beliefs through which people feel they can have control 
over danger and uncertainty.  Such a set of ideas assumes that human 
beings are responsible for events rather than fate, for example fate 
(Lupton 2013).  
Risk assessment and management undertaken by mental health 
professionals becomes a process of control (Crowe and Carlyle 2003).  
This forms part of a technology of control for failed citizens within 
advanced liberal society and reflects a set of ideas that uncertainty can 
be managed.  Such emphasis on control contrasts with the 
opportunities for self-determination advocated by a recovery 
approach. The following section examines more directly the impact of 
such systems of control for the choices available to service users in 
mental health care.   
2.4.3 Coercion 
The status of people with mental health problems as non-citizens, 
suggests that they are not able to participate in autonomous decision-
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making (Rose 1999).   In addition, perceptions of mental illness 
associated with danger, emphasise a need for people with mental 
health problems to comply with strategies of surveillance and 
treatment.  Compulsion may be invoked by the use of the Mental 
Health Act (2007).  This legislation can result in restrictions on civil 
liberties, meaning that FRPSURPLVHV WR LQGLYLGXDOV¶ DXWRQRP\ DUH
legally sanctioned. However, compliance with the requirements of 
services adopting a role in social control may also be achieved 
through more general coercive practices. Coercion that people with 
mental health problems may be subject to is increasing (Laurence 
2003, Bentall 2013). The opportunities that service users have to 
exercise the autonomy recognised as significant to recovery are 
limited by the existence of coercive practices within mental health 
care (Mancini 2007, Morgan and Felton 2013).  This emphasises 
tensions between recovery and control in mental health practice and 
highlights the challenges for mental health professionals attempting to 
navigate between these influences.  
Constructs of coercion are much debated. However, it is generally 
recognised to involve subjecting a person to the will of another, 
undermining autonomy and freedom; usually involving an expression 
of power (Arnold 2001, Anderson 2011). Within the mental health 
literature, coercion has been identified as the use of physical force 
(such as restraint) or more broadly as incorporating a range of 
interpersonal interactions resulting in influencing service users¶ 
decision-making and action (Lutzen 1998, Lind, Kaltiala-Heino, 
Suominen et al 2004 2¶%ULHQDQG*ROGLQJVXSSRUWDEURDG
GHILQLWLRQ RI FRHUFLRQ WKDW LQFOXGHV PDQLSXODWLRQ RI VHUYLFH XVHUV¶
wishes and restricting access to information.  Whilst coercion is 
legally permitted through the use of compulsory treatment under the 
Mental Health Act, 2¶%ULHQ DQG *ROGLQJ¶s (2003) definitions 
recognise a much wider context where coercion in mental health 
services may be used.  
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2UGLQDULO\ZLWKLQKHDOWKFDUHUHVSHFWLQJDSHUVRQ¶VZLVKHVLVDIIRUGHG
priority, reinforced by the dominance of a principles based approach 
to ethical decision making ( Beauchamp and Childress 2001, Olsen 
2003).  In these circumstances a person is viewed as competent, able 
to exercise autonomy and make decisions free from pressure or 
influence.  However, exceptions to this principle are deemed to be 
justified in certain situations within mental health care.  Most 
commonly coercion is rationalised using principles based ethics on 
WKH EDVLV RI SDWHUQDOLVP 6SHFLILFDOO\ WKDW DFWLQJ DJDLQVW DQRWKHU¶V
wishes is justified to minimise harm and enhance benefits 
(Beauchamp and Childress 2001).  
These arguments rest on an assumption that the autonomy of people 
ZLWKPHQWDOKHDOWKSUREOHPVLV OLPLWHG2¶%ULHQDQG*ROGLQJ
As highlighted in Chapter 3, it is only in mental health care that 
people can be locked up and forced to undertake treatment (, Vassilev 
and Pilgrim 2007).  It also reflects an understanding of service users 
DV µQRQ-FLWL]HQV¶ 6HUYLFHXVHUV DUH perceived to be unable to make 
rational sensible decisions for the sake of their own good, requiring 
SURWHFWLRQ IURP VXFFXPELQJ WR WKHLU µLUUDWLRQDO XUJHV¶ $GDPV DQG
Drake 2006).  Professionals have been criticised for taking a refusal 
of treatment to signify that a person lacks competence rather than 
specifically assessing this using Mental Capacity Legislation (Seo, 
.\PDQG5HH 7KLV LVHPSKDVLVHGE\UHFHQWFULWLFLVPVRILW¶V
under use in mental health care (CQC 2013). 
Prevention of harm to themselves or others forms part of paternalistic 
justifications of coercion (Seo, Kym and Ree 2011), particularly in 
relation to mental health law.  However, this justification has been 
criticised for muddling what is in the person¶V DQG VRFLHW\¶V EHVW
interests (Szmukler and Holloway 202¶%ULHQDQG*ROGLQJ. 
Significantly, this review has proposed that the identification of 
people with mental health problems as the perpetrators of violence is 
constructed as part of a social system.  Evidence suggests that they 
are more likely to be the victims of violence, whilst the ability to 
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assess the likelihood of such harm has been seriously questioned 
(Fazel et al 2012, Wand 2012, Pettitt et al 2013).  Mental health 
professionals have been shown to be more likely to predict false 
positives (i.e. overestimate the potential) when it comes to assessing 
the risk of harm (Buchanan 1999, Morgan 2007), meaning there are 
no grounds for coercive interventions. The prevention of harm can 
WKHUHIRUH EH TXHVWLRQHG DV D MXVWLILFDWLRQ IRU RYHUULGLQJ D SHUVRQ¶V
wishes through coercion.    Additionally, the level at which 
compulsory care is used creates further problems. It is estimated that 
85 orders of community treatment would be needed to prevent one 
hospital admission and 238 to prevent one arrest (Kisely and 
Campbell 2007).  The suicide rate for people in touch with mental 
health services is actually increasing (Appleby et al 2013), despite the 
high numbers of people being treated under the Mental Health Act.   
The rationale for the use of coercion in mental health care has been 
debated.  Those who are admitted to hospital voluntarily report 
experiencing coercion (Bindman et al 2005, Katsakou et al 2010).   
Viewing care and treatment as coercion can deter people from 
accessing help (Davidson and Campbell 2007, Swartz, Swanson and 
Hannon 2003).  Coercion and pressure to comply with treatment are 
barriers to recovery (Mancini 2007).  Service developments such as 
locked wards are recognised as inherently coercive (Bentall 2013); 
whilst concern was expressed in the development of assertive 
outreach services that conformity and coercion was a key agenda 
(Williamson 2002).  This has developed in light of service and 
political commitments to a recovery approach. 
1R]LFN¶V ) notion of threats and inducements has been used to 
further explore coercion in mental health practice.  Szmukler and 
Appelbaum (2008) describe a series of treatment pressures that may 
be used to encourage service users to make a decision or comply with 
treatment, ranging from persuasion to threats and compulsion.  Whilst 
not all these are identified by the authors as coercive, treatment 
pressures offer a useful insight into the range of tools that mental 
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health professionals can use to UHVWULFWSHRSOH¶VFKRLFHV7KH focus on 
treatment pressures is useful particularly in the light of initiatives 
such as payment for taking prescribed medication being identified as 
non-coercive (Claassen, Fakhoury, Ford and Priebe 2007). 
,QFOXGHG LQ 6]PXNOHU DQG $SSHOEDXP¶V  GHILQLWLRQV RI
coercion are interpersonal leverage, inducements and threats.  
Interpersonal leverage involves professionals exploiting therapeutic 
relationships to signify approval or disapproval of decisions.  Whilst 
inducements offer a reward, threats express a course of action that 
may leave a person worse off.  These pressures are enacted to 
encourage compliance with treatment or services.  Mohanan, Redlich, 
Swanson et al (2005) found that around half of the service users 
participating in their study had been subject to treatment leverages to 
adhere to a plan of care.  Leverages included access to housing 
support, finances, probation and supervised community treatment. 
Burns, Yeeles Molodynski et aO¶V  UHSOLFDWLRQ RI WKH VWXG\ LQ
the UK found that a third of service users had experienced similar 
treatment leverages. Consistent across both studies was the tendency 
for these to be used more on young people, those who misuse 
substances and those who were the most unwell.  Whilst coercion in 
the context of the Mental Health Act may be the most visible and 
therefore debated, these studies uncover a concerning trend of 
services manipulating the choices of people with mental health 
problems. Particularly as this research was conducted following 
political and professional commitment to recovery in both 
jurisdictions (Department of Health and Human Services 1999, DH 
2001,) 
Despite the problems with justifying coercion it is recognised as a 
frequent part of mental health practice, albeit one that is ethically and 
emotionally difficult for practitioners (Davidson and Campbell 2007, 
2¶%ULHQDQG*ROGLQJ3Uactitioners highlight the challenges of 
fulfilling their professional responsibilities while promoting the rights 
of service users (Cleary 2003).  This has involved acknowledging that 
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such interventions may conflict with their own therapeutic values and 
fear that a lack of action results in increased harm (Godin 2000, 
Clearly 2003, Kidd et al 2015). Professionals are identified as part of 
a social system answerable to political and public demands to control 
people with mental health problems (Godin 2006). 
2.4.3 Summary 
Recovery grew from the collective voice of a survivor movement and 
emphasises a persons¶ rights to autonomy and self-determination. 
Mental health professionals can act as facilitators in this journey, 
developing hope-inspiring relationships and making a range of 
treatment options available for the person to use as they decide, in 
taking control of their own lives.  Recovery has been recognised as a 
central philosophy that should underpin contemporary mental health 
services.  Yet in the era of mental health care located within the 
community setting, people with mental health problems have been 
identified as a threat to the safety of the public.  Government policy 
has required their monitoring and increasingly their containment.  
These function as part of a system of control within advanced liberal 
society for a group identified as unable to govern themselves.  A 
network of surveillance has been constructed with mental health 
professionals adopting a key role in assessing, managing and 
consequently controlling this risk.  Coercion offers an example of 
how such risk is governed in mental health practice.  These influences 
of recovery and risk appear in discourses of mental health practice, 
once again presenting a notion of duality; at once caring and 
controlling.  
2.4.4 Literature Review Conclusion  
The starting position for the review was to outline an argument from 
Foucault (2006) that there is juxtaposition at the centre of the mental 
health system.  In the arguments presented, I have examined tensions 
in the history of mental health services between the development of 
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welfare and support for people in need, alongside the separation and 
containment of a deviant population.  The expression of this 
juxtaposition in contemporary mental health provision has also been 
examined through the implementation of the Mental Health Act and 
the challenge to strike a balance between access to treatment, rights 
and control. Finally, the influence of recovery as a philosophy that 
undermines the position of people with mental health problems as 
other and promotes choice and self-determination has been 
considered.  The review has demonstrated how this position has been 
threatened by an emphasis on risk management, once again presenting 
people with mental health problems as in need of monitoring and 
control.  A core theme at the centre of these conflicts is the issue of 
how the interests of people with mental health problems are 
understood in relation to the interests of wider society and the role of 
government and professionals in managing these interests.  
The exploration has suggested considerable presence of these co-
existing influences as they permeate through the foundation of mental 
health services, legislation and, as this review has claimed, the 
practice of mental health professionals.   Examining the influence of 
such tensions on mental health practice would have the potential to 
VXSSRUW SUDFWLWLRQHUV WR QHJRWLDWH WKURXJK VXFK µGXDOLW\¶ WR SURPRWH
recovery orientated practice.  
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3.0 Methodology 
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3.1 Chapter 6: Study Design 
 
The presentation of a coherent and well justified account of the 
research process is one of the benchmarks of high quality qualitative 
research (Denzin 2002).  This section provides a detailed discussion 
outlining the epistemology, process and ethics of the research 
undertaken for this thesis.  It begins with a discussion of the specific 
aim for the study.  
3.1.1 Research Aim 
To explore whether and how mental health practitioners perceive and 
experience the potential tensions that may arise from delivering care 
and enforcing control for people who experience mental health 
problems. 
Objectives 
x Examine mental health professionals¶ experiences of potential 
contradictions between promoting recovery and managing risk 
in decision making 
x Explore how, if at all, mental health practitioners resolve such 
tensions that may arise in their decision making with and 
about the people they support 
The review has highlighted that conflicting influences in mental 
health practice co-exist and are multifaceted.  In order to examine the 
impact of such influences empirically it is essential to consider where, 
if at all, such tensions may be evident in practice to ensure the 
research is focused, exploring the issues outlined in the research 
question.  This thesis, therefore, examines these tensions in the 
context of decision making.  The presence of such directives is likely 
to be more easily identified where professionals are working with 
service users to plan and decide on a course of action during which 
such influences may be more explicit.  This position draws on the 
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literature review which highlighted tensions present in relation to 
decisions, for example; use of the Mental Health Act, response to risk 
and planning for recovery.  
The research question adopts the terms of care and control to express 
the potential conflicting influences in mental health care.  These 
concepts were identified to provide a reflection of the perspectives 
indicated by the contrasting positions outlined in the review. It is 
acknowledged that these terms are in many senses problematic.  The 
previous discussion has highlighted that these influences are 
multifaceted which provides the context for the aim.   The terms have 
been adopted to ensure that the UHVHDUFK¶V IRFXV is as clear, specific 
and relevant as possible in a topic that is problematic to define 
(Robson 2002).  
3.1.2 Study Epistemology  
The philosophical foundations of nursing are much debated (Rocha, 
Lima, Peduzzi 2000). Nursing research has been criticised for failing 
to acknowledge and explain the epistemological approaches it adopts 
(Avis 2003, 'HEHVD\1ǗGHQ6OHWWHEǛ.  This section provides 
an overview of the epistemological assumptions relevant for the 
development of my thesis, outlining the justification for the research 
design. 
3.1.2.1 Theoretical Context  
The desire to explore the perspectives of mental health professionals 
and develop an understanding of how they perceive and experience 
potential tensions in the delivery of mental health care suggests an 
interpretive approach. This assumes that human action has subjective 
meaning and value (Hughes 1990). Knowledge is gained through the 
interpretation of these meanings, rather than examination of an 
objective external reality.  Inquiry seeks to develop understanding 
through a process of interpretation. This involves the researcher 
gaining an understanding of the point of view of the participants in 
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their study in order to be able to build a picture of the social world. 
The methods of inquiry for this research are based on a case study 
approach to explore whether and how mental health professionals 
experience potential tensions that may arise from delivering care and 
enforcing control, using tools of data collection including interviews 
and observation. This highlights the focus in my research on an 
attempt to interpret the subjective meanings that participants attribute 
to their social reality. The study is therefore an interpretative 
qualitative inquiry.  
Jurgen Habermas¶s theories will be considered in order to explain 
more fully the epistemological framework that has been used to 
inform the development of this study. Habermas claims that the 
development of knowledge through inquiry within society is guided 
by certain knowledge interests (Habermas 1972).   His theories of 
knowledge interests are built on a critique of purely positivist and 
hermeneutic approaches to epistemology. The first knowledge interest 
he describes is technical. This interest contributes to the development 
of empirical analytic approaches within natural and social sciences 
(Hambermas 1972, Scambler 2001). Here the natural and social world 
may be broached as matters of potential knowledge. These types of 
inquiry therefore aim to generate testable explanations. Technical 
interest incorporates the perspectives of positivism, though Habermas 
highlights the mistake of the natural sciences is in viewing this 
knowledge as neutral. The second type of knowledge interest is 
interpretive, underpinned by a practical interest in the development of 
shared understand and self-reflection.  Understanding and 
communicating with others enables cooperation (Benton and Craib 
2001). This interest supports inquiry that pursues inter-subjective 
understanding and is therefore hermeneutic.  The final type of 
knowledge interest is emancipatory, defined by the need to be free 
from forces of domination (Habermas 1972).  Through adopting a 
reflexive approach to understanding ourselves and the ways of 
thinking about the world, a reflexive understanding of these interests 
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is enabled (Giddens 1993).  The development of this critical dialect, 
in order to create emancipatory knowledge, enables oppression to be 
overcome (Mill, Allen and Morrow 2001). 
Habermas¶ explanation of interpretive, technical and emancipatory 
knowledge interests emphasises these as complementary rather than 
competing epistemologies.  His theories create the capacity for 
pluralism rather than prioritising one form of knowledge interest and 
therefore inquiry over another.  It also assumes knowledge is 
constructed not discovered (Mill et al 2001). The position adopted in 
this inquiry reflects these arguments and is informed by the pursuit of 
interpretive-hermeneutic and emancipatory knowledge interests.    
3.1.2.2 Personal Context 
My own context, which forms the background for the research, may 
EHVHHQWRUHIOHFW+DEHUPDV¶H[SODQDWLRQRINQRZOHGJHLQWHUHVWVThe 
focus for the research was inspired by my own practice as a mental 
health nurse working with service users with serious mental health 
problems. I felt torn in making decisions between supporting choices 
that the people I worked with might want to make and meeting the 
pressures to manage risk. This situates the research in the context of 
mental health nursing.  Nursing is a practice of caring for the whole 
person (Porr 2005). Caring in this manner involves building an 
understanding of the beliefs and subjective experiences of those 
whom you are caring for.  Locating the study within the context of 
mental health nursing, places it in this social world.  The focus is 
therefore on the meanings that people give to their context, rather than 
the external environment itself.  
The inspiration for the study arising from my own practice suggests 
that I have built experiences, beliefs and assumptions in relation to 
WKHDUHDRILQTXLU\,WDOUHDG\VLWXDWHVPHDVDQµLQVLGHU¶DQGDVVXFK, 
unable to adopt an objective detached position as a researcher.  
Examining my beliefs becomes part of the research process itself, as I 
consider the way that they influence my assumptions and 
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interpretations. This relates to the hermeneutic knowledge interest.   
Finally, nursing is action orientated.  Recognising the difficulties I 
IHOWEDODQFLQJLQGLYLGXDOV¶VHOI-determination alongside risk reflects a 
µSUREOHP¶ ZLWKLQ P\ RZQ QXUVLQJ SUDFWLFH 7KH PRWLYDWLRQ WR
examine this experience represents a desire to conduct research that 
has meaning and value to the practice of nursing.   This position 
acknowledges that there is an aim to build insights beyond the 
individual scenarios of the research and make some claims about the 
validity of these explanations which allow them to be useful to mental 
health practice.   
3.1.2.3 Interpretive -Hermeneutic Interests 
The research is concerned with developing an understanding in 
relation to the experiences of mental health professionals.  The 
tradition of hermeneutics offers a framework for building this 
understanding. This decision is based on an acknowledgement of 
humans as meaning-FUHDWLQJ $FFRUGLQJ WR *DGDPHU¶V DSSURDFK WR
hermeneutics, understanding arises through a genuine dialogical 
encounter (Giddens 1993). This understanding is situated within our 
linguistic and historical traditions (Binding and Tapp 2008).  As 
researcher and participant engage in an open dialogue, the 
preconceptions of each become fluid to enable new meanings to be 
uncovered (Binding and Tapp 2008). It is tKURXJK WKLV µIXVLQJ RI
horizoQV¶, that we can come to understand the other (Benton and 
Craib 2001), revealing our own history and assumptions (Hughes 
1990).  This represents a fusion between the past and present. Within 
hermeneutics, a part can only be understood in terms of the whole, 
and the whole can only be understood in relation to the parts; an 
ongoing process of interpretation that forms the hermeneutic circle 
(Debesay et al 2008). Drawing together the parts into the whole 
enables understanding, helping to uncover meanings that may have 
been unclear (Debesay et al 2008).  
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For this genuine dialogical encounter to occur within the research 
situation, certain conditions are viewed as central. It is being open to 
new possibilities and recognising that we are not in a position of 
already knowing which enables us to be open to the participants 
(Binding and Tapp 2008). This requires recognition of my own 
prejudices.   One of the key premises of the hermeneutic approach is 
that understanding can only be achieved within the context of our 
shared beliefs and practices (Geanellos 1998, Chang and Horrocks 
2008).  Hermeneutics enables the researcher to be recognised as a 
social actor themselves. This stance offers a fundamental challenge to 
positivism in which the acceptance of an objective view of reality 
suggests that it is the role of the researcher to adopt a detached 
position, free from bias and prejudices. Hermeneutics argues that it is 
these very prejudices which enable understanding.  The personal 
context of the study emphasised my own experiences are central to 
the motivation for the research.  My appreciation of the research 
phenomenon will continually be influenced by my identity as a nurse 
and my engagement with the theoretical context of the study. 
Hermeneutics situates these experiences as essential to the process of 
enabling understanding to develop.  
Constructing an argument within this thesis to create a rationale for 
the research provides some insight into my own position.  Notably, 
that there are deep rooted tensions within mental health services 
between an individuals¶ rights to make choices about their lives and 
the duty of mental health services towards individuals¶ best interests 
and the interests of wider society.   Those tensions are something that 
are experienced by mental health professionals but are influenced by 
the historical, legal, political and ideological context in which they 
work. It locates the origins of this position in practical experience as 
part of my role as a nurse, recognising that this tension is something 
that I have experienced. Researchers adopting this epistemological 
framework should engage in a process of reflexivity to help provide a 
critical account of the political, social and moral position that has 
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been adopted (Koch & Harrington 1998). I have attempted to present 
such reflexivity throughout this study; enabling the recognition of my 
own prejudices.  
Historical perspectives are significant within this research, providing 
the context for an examination of a potential duality within mental 
health practice.   Gadamer emphasises the importance of historical 
positions that shape both our experience and understanding of that 
experience (Hughes 1990). However, this uncovers a significant 
limitation of pure hermeneutics as applied to this research. There is no 
opportunity to examine differences between and within traditions.  
*DGDPHU¶V ZULWLQJ DSSHDOV WR WKH GRPLQDQFH RI WUDGLWLRQ ZLWKRXW
providing scope to explain what is influential in its development and 
in this respect, there is no framework to offer a critique. Hermeneutics 
does not consider a role of social structures in determining action and 
is therefore limited in informing an exploration of structural and 
organisational power.  The literature review situated the experience of 
tensions for mental health practice within a social and political 
structure, underpinned by power relationships. This provides further 
justification for looking outside of individual understanding as a 
foundation for the research inquiry and incorporating other 
knowledge interests.  It is useful to return to the motivations for the 
research, in which, understanding a phenomenon of mental health 
practice is part of the story. The study is also motivated by a desire to 
inform practice development and therefore change. Understanding 
through a hermeneutic approach alone would not enable the 
conditions for change (Habermas 1972).  
3.1.2.4 Emancipatory knowledge Interests  
Speech acts, according to Habermas, enable emancipatory 
communicative action when mutual understanding is achieved 
between two people who are capable of speech and action.  Speech 
acts are related to the objective, social or subjective worlds 
(Habermas 1987).  The emphasis on dialogical interactions is 
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significant to the interactions between myself and research 
participants, with particular emphasis on engaging in discussion 
relating to our social and subjective worlds. To pursue the aim of 
communicative action within research relationships required that I 
HPEUDFHGDQGUHVSHFWHG WKHSDUWLFLSDQWV¶ LQVLJKWVFRQFHSWXDOisations 
and means of positioning themselves.  It also meant reflecting on and 
sharing my own positions and assumptions (Porr 2005). 
Within Habermas¶) work there is a differentiation between the 
life world, with its conditions for open communication and the 
systems world directed by the drive for power.  In the systems world 
speech act validity claims are not favoured, as justification for action 
is based upon success orientated behaviour (Habermas 1987).   The 
conditions for open communication that characterise the life world are 
undermined in a systems world concerned with efficiency and 
achievement.   The life world has been described as being colonised 
by the latter. These concepts have been applied to healthcare in which 
the development of business principles within services, the drive for 
cost reduction and efficiency undermines opportunities for dialogue 
and debate that support communicative action (Godin, Davis, 
Heyman et al 2007).  These conflicts have also been viewed in the 
relationship between professionals and patients. A paternalistic 
systems world of medicine colonises the life world of patients. This is 
explained through the lack of opportunities for patients to participate 
in decision-making, but also in the increasing medicalisation of social 
and emotional life (Godin et al 2007). Recovery may be perceived as 
an attempt to reengage with the life world of people who experience 
mental health problems and challenge the systems of power inherent 
within psychiatry.  
3.1.2.5 Implications for Empirical Study 
+DEHUPDV¶ FULWLFDO IRXQGDWLRQV SURYLGH D IUDPHZRUN IRU RIIHULQJ D
critique of dogma (Mill et al 2001). This addresses some of the 
criticisms of hermeneutic theory that it would limit the understanding 
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gained in this study to the individual pDUWLFLSDQWV¶ SHUVSHFWLYHV
RYHUORRNLQJ WKH LPSDFW RI VRFLDO VWUXFWXUHV +DEHUPDV¶ WKHRULHV
therefore enable this issue of power relevant for mental health 
practice to be explored.  They allow for different knowledge interests 
to be complementary and inform this inquiry. Critical Theory 
therefore promotes individual in-GHSWKµLGHRJUDSKLFH[SODQDWLRQ¶EXLOW
through understanding individual cases but also incorporating 
recognising and explaining patterns across contexts (Mill et al 2001: 
114). 
Through communicative action, understanding, learning and 
enlightenment can be achieved (Habermas 1987, Godin et al 2007).  
The implications of HaEHUPDV¶WKHRULHVIRUHPSLULFDOVWXG\HPSKDVLVH
dialogue as being at the heart of the research process to enable the 
development of understanding, but also create the conditions for 
change.  Interpretive- Hermeneutic and emancipatory knowledge 
interests recognise the researchers¶ own beliefs and experiences as 
central to the research process. These form part of the framework 
through which understanding is achieved and knowledge co-
constructed. These interests acknowledge the context of the social 
structures in which research interactions take place and create the 
capacity for building explanations based on the drive for change. 
HabHUPDV¶FULWLFDOWKHRULHV, 1987) have therefore informed the 
epistemological foundations for my research. 
3.1.3 Research Design; Case Study 
Empirical research design is influenced by both the questions and the 
theoretical framework (Denzin and Lincoln 2011).  The research 
question is concerned with the meanings and experiences that mental 
health professionals associate with potential tensions that may arise 
from delivering care and enforcing control. A critical theoretical 
background emphasises the social context in which professionals and 
the researcher construct these meanings.   A case study methodology 
was adopted for this inquiry.  Case studies provide a method to 
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explore and understand relationships, processes and different interests 
within a specific context (Perry 2011).   
Yin (2014), Stake (2000) and Flyvbjerg (2006) agree on three 
defining characteristics of a case study: 
x ,WH[DPLQHVSKHQRPHQRQZLWKLQLWVµUHDO-ZRUOG¶FRQWH[W 
x It is a bounded system and that defining boundaries creates a 
case 
x Is concerned with depth and richness. 
These characteristics reflect the concerns outlined in the research 
question and theoretical framework therefore informing the choice of 
case study methodology. Case studies provide a research approach 
that can help draw relationships between situated practical 
complexities (i.e. tensions related to delivering care and enacting 
control) and theory (Luck, Jackson and Usher 2006). The focus of the 
study is grounded within and influenced by a motivation to inform 
mental health practice, demonstrating the concern with complex 
practical situations. This empirical inquiry examines the process 
WKURXJK ZKLFK PHQWDO KHDOWK SURIHVVLRQDOV¶ GHDO ZLWK WHQVLRQV
associated with duality in mental health services.  Considering 
questions oIµKRZ¶DUH important to achieving this aim; for example, 
how do professionals experience these tensions? How are they dealt 
with and resolved?   Case study can provide a useful approach to 
explore questions of how and why (Andrade2009, Yin 2003).  
Utilising case study to explore this phenomenon allows for detailed 
and in depth examination.  
A review of the literature suggests that there are certain agendas 
within mental health services which may conflict, creating tensions 
for mental health professionals within their practice. Articulating the 
nature of these tensions within the context of the study has been 
difficult.    Case study offers a useful structure for inquiry in such 
instances when an issue is not easily separated from context (Yin 
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2014).    Through a case study approach this research aims to develop 
further understanding of the processes through which these tensions 
are dealt with. In this respect, an insight can be built through an 
examination of potential tensions within the context in which they 
arise.  It also provides an opportunity to consider the multi-faceted 
influences on this, notably as case study supports an exploration of 
beliefs, relationships and decisions which may have a bearing on the 
research problem (Yin 2003).  
The use of case study as a research approach has been debated. A 
number of reservations about its value as a research tool have been 
raised including:   researcher biases, problems with generalisability 
and challenges to the use of case study in theory building (Tellis 
1997, Andrade 2006, Flyvbjerg 2006, McGloin 2008). Many of these 
problems arise from different interpretations of case study, based on 
epistemological position.  
In contrast, the value of case study research is presented through the 
opportunities it creates to study depth of research phenomenon in its 
µUHDO¶VHWWLQJ)O\YEMHUJ5XGGLQ, Watts 2007). According 
to Stake (2000) this relies on focusing on what is particular and 
facilitates an exploration of the complexity of the research situation.  
This entails the collection of rich description.   Value is accorded to 
the process of interpretation, as the researcher seeks to gain an insight 
into a case and examine the perspectives adopted by participants in 
the study, in order to be able to build a picture of the social world.  
Whereas Yin (2003FODLPVLQVLJKWVLQRQHµXQLW¶FDQEHDSSOLHGWRD
larger number of units, through a process of theory replication leading 
to generalisation.  TKH ULFK GHVFULSWLRQ RI 6WDNH¶V 
interpretation of case study builds understanding through 
interpretation, where-DV <LQ¶V  EXLOGV H[SODQDWLRQ WKURXJK
repetition.  Rather than adopting the learning from a case and 
applying this to another setting, it is the in-depth context bound detail 
of case study that gives it value in developing knowledge (Stake 
2006).  This emphasises the role of the reader of the research in 
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GHFLGLQJ ZKDW OHDUQLQJ PD\ EH UHOHYDQW IRU WKDW SHUVRQ¶V FRQWH[W
Alternatively, Yin (2003) suggests analytic generalisation may be 
claimed where there is replication across more than one case study. 
This replication reflects support for a theory (or rejection of a rival 
theory).   <LQ DQG 6WDNH¶V SRVLWLRQV present a dichotomy between 
particularisation and generalisation.  Though they do agree that 
context provides richness and therefore that building interpretation 
does not involve seeking a specific sample or being representative. 
Returning to the epistemology of this study suggests that the inquiry 
seeks to build both understanding and explanation, reflecting the 
different knowledge interests of critical theory (Habermas 1972, Mill 
et al 2001).  Consequently the design and conduct of this case study 
research has been influenced by the seminal works of both Robert Yin 
and Robert Stake.  As such the study is in line with many 
contemporary case study researchers who aim to surmount these 
polemic positions (Perry 2011, Luck et al 2006). 
3.1.3.1 Case Study Selection 
An important component of case study is the provision for flexibility 
within the study design to allow the researcher to both address the 
research question and respond to the emerging data (Stake 2006). I 
developed an initial proposal for the study design but the adaptability 
afforded by case study frameworks allowed me to respond to 
emerging insights to make choices regarding where and how to 
collect data.  This section provides an outline of the proposed design, 
including decisions made in response to emerging interpretations.  
Within this inquiry, case study is a means to understand and explain 
PHQWDO KHDOWK SURIHVVLRQDOV¶ H[SHULHQFH RI potential tensions 
associated with delivering care and enforcing control in mental health 
practice. A wealth of definitions exists of a case within research, yet 
defining the case is a vital stage for researchers (Raigin and Becker 
1992). This study DGRSWV 6WDNH¶V  GHILQLWLRQ RI LQVWUXPHQWDO
case study. The case study therefore provides insight into an 
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identified phenomenon, rather than for example, aiming to understand 
the specific case itself (intrinsic case study).  Electing cases is 
informed by the desire to understand the specific issue.     
In order to identify cases which were most likely to enable the richest 
insights to be developed, consideration was given to the desirable 
characteristics of these cases.  The literature review suggested that 
issues of control and the potential for juxtaposition are particularly 
evident within contexts pertaining to adults experiencing mental 
health problems who are receiving intensive input from mental health 
services.  The theoretical context for the study incorporated a 
discussion of how these issues have been viewed through institutional 
and community contexts.  Recovery grew from individuals who had 
experienced serious mental health problems whilst much of the debate 
related to risk management in mental health also concentrates on this 
group (Deegan 1996a, Fazel et al 2012).  It has previously been 
identified that the inquiry aims to explore the perception and 
experience of potential tensions in the context of decision making.  
The case studies were selected to take account of the likelihood that 
these features would characterise the case. 
Three mental health teams providing services to adults experiencing 
mental health problems were identified as the initial cases. Two of 
these services were located in a large integrated Trust in the East 
Midlands. This included one within an in-patient acute mental health 
care environment, one community mental health team and one peer 
support service delivered outside the National Health Service. 
Through identification of a case the researcher outlines the choice of 
what is being studied and conseTXHQWO\ ZKDW PDNHV XS WKH VWXG\¶s 
context (Stake 2000, Flyvbjerg 2011).  The case studies are the teams 
and the context is the setting in which they delivered care. This 
identifies the setting and context for the research both in terms of the 
environment and the potential participants. I aimed to explore the 
perspectives of those involved with such teams. 
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The inquiry proposed to use multiple-cases (a collection of 
instrumental cases) to address the research question. Multiple-case 
study design enabled the exploration of how the research 
phenomenon exists and is experienced within different contexts. 
Given the breadth of services provided within mental health care, 
there was significant value in consideration of more than one setting.   
The organisation and culture of teams can differ significantly between 
in-patient, community, statutory and non-statutory settings. The 
selection of more than one case was undertaken to strengthen 
theorising across different contexts and broaden understanding (Stake 
2000, Yin 2003, Jones and Lyons 2004).  
In-patient and community adult mental health settings were 
purposively identified as it was perceived these areas would provide 
the richest and most detailed understanding of the existence of 
tensions associated with duality within mental health practice.  
Additionally, the nature of the tensions associated with issues around 
risk and recovery suggests that it is in these areas that the tensions are 
most likely to be acutely experienced and as such these cases should 
offer the most opportunity to learn (Stake 2000). Cases were selected 
based on the view these were most likely to offer the deepest insights. 
Such a VHOHFWLRQ VWUDWHJ\ UHIOHFWV )O\YEMHUJ¶V ; 230) 
µLQIRUPDWLRQRULHQWDWHGDSSURDFK¶WRWKHLGHQWLILFDWLRQRIWKHFDVHV 
Since the publication of The National Service Framework for Mental 
Health (DH 1999), multi-disciplinary teams have been the core 
structure of mental health services.  This policy promoted the 
development of specialised teams providing support for client groups 
with specific needs.  Effective multidisciplinary teams are important 
in promoting quality recovery focussed care (West, Allimo-Metcalfe, 
Dawson et al 2012).  Multi-disciplinary teams often consist of 
psychiatrists, nurses, unqualified support workers, and team 
administrators.  More varied between different teams is membership 
of psychologists, occupational therapists and social workers (West et 
al 2012). Participants within the study were likely to include some or 
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all of these practitioners.  The research aims to explore mental health 
SURIHVVLRQDOV¶ H[SHULHQFH RI potential tensions related to mental 
health practice.  As multidisciplinary teams are central to the 
organisation and delivery of mental health care, examples of these 
were selected to form the bounded cases.   
Acute in-patient wards are an essential part of mental health services 
for adults, despite a reduction in the number of beds (Quirk and 
Lelliott 2001, RCP 2011). These wards provide 24 hour care for 
adults in periods of crisis and extreme distress. A lack of social 
support, acute illness and the potential for harm to themselves or 
others can contribute to admission on an acute ward (Bowers, 
Brennan, Winship, Theodoridou 2012). Service users going into acute 
care are increasingly likely to be detained under the Mental Health 
Act (CQC 2014). The quality of in-patient care has been heavily 
criticised in recent years, contributing to efforts to raise standards.  
This has included demands for greater involvement of service users in 
their care, recovery orientated practice and increased psychological 
support (RCP 2011). Acute in-patient care is therefore a hub for adult 
mental health services. It is a setting where people are likely to be 
detained under the Mental Health Act, and needs to enhance 
involvement and recovery for service users.  These factors were 
considered as important features relevant for the research question 
and an acute inpatient ward was selected for these reasons.   
The majority of mental health services are provided within the 
community. Assertive outreach teams were developed to engage with 
individuals with serious mental health problems (Sainsbury centre for 
Mental Health 1998, DH 1999b). Assertive outreach are specialist 
community teams established to provide support for service users 
with complex mental health needs, who have had multiple admissions 
to hospital,  poor social support, were socially excluded  may be at 
risk of homelessness and may have contact with the criminal justice 
system and/or substance misuse problems  (Hemming, Morgan and 
2¶+DOORUDQ7KLV LV WKHVSHFLILFFOLHQWJURXS WKDWPDQ\RI WKH
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policy and legislative changes examined in the literature review have 
been designed to target.  At the time when the research was initiated, 
assertive outreach teams were one of the main services providing 
support for service users with serious mental health problems.  It was 
identified that consequently an assertive outreach team may be likely 
to experience potential tensions and such a team was chosen for these 
reasons.  
Within information orientated selection, an atypical case can be 
helpful to elucidate more information from the position of difference 
(Flyvbjerg 2006). A peer support service provides an opportunity to 
study an atypical situation, as it offers an alternative to the statutory 
system where the majority of adult mental health services are 
delivered.  This includes a different environment, context and 
potential participants in terms of peer support workers.   Examining 
this area in depth provides scope for comparison with regards to the 
commonalities and differences in the experience of tensions across 
the diverse settings, enabling consideration of the impact of 
relationships, structures and context on the research phenomenon. 
Variety within and between cases enriches understanding and 
explanation (Stake 2000, Yin 2003).    
Case studies therefore involve selection; the primary selection 
questions relate to deciding on the field of research and identifying 
what makes up the case (Gangeness and Yurkovich 2006).  The 
flexibility of case study design, in addition to taking account of the 
importance of context, meant that the boundaries of the teams evolved 
and were set upon commencement of data collection. Spending time 
in the case study settings facilitated better insight into who made up 
each team.  Selection of whom to invite to participate in interviews 
was therefore defined by the boundaries of the case.  All members of 
the multi-disciplinary team who participate in decision making were 
included in the case. Defining teams is challenging, consideration 
needed to be given to those who had experience of the research 
phenomenon.  Selection within qualitative research is informed by the 
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desire to develop rich insights, therefore those who are perceived to 
be part of the area under investigation are selected (Patton 2002). 
Consequently, professionals who may be linked with a team but not 
participate directly in decision making in the sites regarding the care 
of service users were excluded; this included a pharmacist and all 
team administrators.  
3.1.3.2 Study Setting 
The statutory site for the instrumental case studies was a large 
integrated NHS trust.  There were a number of assertive outreach and 
acute in-patient teams that could have been approached for inclusion 
in the study.  As a lecturer in nursing I had regular contact with some 
areas of the Trust who were also my previous employers.   My own 
experiences as a researcher have been acknowledged as being 
significant within the research.  However, prior to the selection of 
case study sites, it was important to consider the impact that these 
factors could have had on the study. One of my roles as nursing 
lecturer is to provide support for students undertaking placements on 
acute wards within one area of the Trust.  I decided to avoid any of 
these areas for the in-patient case study setting, in order to reduce any 
muddling between my role as researcher and the responsibilities I 
have for providing placement support.  This could have had a 
potential impact on the practicalities of data collection, in addition to 
moving me further inside the practice setting which may have limited 
the potential for me to see new insights (see observation and analysis 
sections for further discussion).  The confusion of these two roles 
could have resulted in staff feeling pressurised to participate in the 
research.  The team approached for the in-patient case study was part 
of the same Trust, but situated in a different geographical location and 
not one of the areas I link with as a lecturer.     This was less of an 
issue for the assertive outreach team as I had no specific experience of 
working for or with such teams.  
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3.1.4 Design of Study  
Access to the case study settings is considered within the ethics 
section. The following discussion provides an overview of the design 
of the study. The next chapter examines the data collection methods 
undertaken.  
Flexibility is an important feature within case study research in order 
to pursue unexpected paths, though this needs to be conducted with 
rigour (Yin 2003). The case study adopted an emergent design that 
enabled me to make decisions relating to who and what data would be 
collected in response to developing interpretations (in accordance 
with ethical permissions granted). The design was initially conceived 
as a multiple embedded case study design. Despite the need for 
boundaries, identifying the case is recognised as one of the 
fundamental challenges of case study research (Yin 2003, Gray 
2004).  The research problem within this inquiry focuses on the 
potential for tensions within mental health practice. At the time of the 
study design my understanding of potential tensions, within the study 
settings, was limited. The first stage of the research, therefore, aimed 
to further define and examine potential tensions.  This created a 
capacity for focus on specific VXE µXQLWs RI DQDO\VLV¶ <LQ :44, 
Gray 2004), the tension itself, representing an embedded case (Stake 
2000). Analysis of this stage sought to examine commonalities and 
features of identified tensions that could be explored in further depth 
through embedded cases.   
In the initial stage, one-to-one interviews were to be conducted with 
members of staff exploring their perspective on potential tensions in 
mental health practice, identifying how these were constructed and 
through this exploration identifying embedded cases. The use of 
multiple methods of data collection is a common feature within case 
study research (Gangess and Yurkovich 2006); serving to enrich 
insights, as well as providing the opportunity to clarify interpretations 
(Stake 2000, Yin 2003, Casey 2006). In addition to interviews, I 
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would conduct unstructured observations of mental health team 
interactions; for example multi-disciplinary team meetings where 
decisions were likely to take place, initially to consider the nature of 
tensions and issues creating dilemmas within mental health practice. 
Examining multiple perspectives using both methods provided 
opportunities to explore and clarify meanings.  
3.1.4.1 Phase Two -Embedded Case study 
The second phase involves exploring the tensions arising within each 
case in-depth within that setting, using embedded cases.  
Supplementary one-to-one interviews with the specific participants 
interacting with the tension were to be conducted. This was dependent 
on the data emerging from the first phase, and aimed to seek to 
explore their perspectives on the tensions and definitions previously 
identified.  
What constitutes the embedded case studies would be defined by the 
emerging data. However, when designing the study, it was envisaged 
that this was likely to relate to situations in which the dual influences 
of care alongside pressures to control may be brought to a head when 
a decision is sought.  This might include, for example, a specific 
review to discuss discharge from hospital, medication review, and 
goal planning in a care programme approach (CPA) meeting.  The 
examination of multiple perspectives within case study not only 
involves the meanings constructed by participants, but also 
consideration of interaction between the participants themselves 
(Tellis 1997).  Interviewing all those who were involved in these 
specific scenarios created the potential for me to explore the 
perspectives of service users and their families. This acknowledges 
that the experience of the process by which tensions are dealt with is 
likely to differ depending on the position and perspectives of the 
participant (Andrade 2009). Conducting direct observation of the 
embedded cases was also considered to facilitate greater depth.  
81 
 
Clarity of interpretations within research should be promoted as much 
as possible (Stake 2000). This may be supported with a process of 
triangulation, through comparison of different perspectives and the 
findings from multiple methods of data collection (Stake 2006, Yin 
2014). Interpretations can be checked when comparing the results of 
both interviews and observations featured in the study design. 
3.1.5 Development of Study Design 
Prior to approaching the first study setting, the inclusion of an 
atypical case study was reviewed.  The rationale for examining a non-
statutory service was valuable given the variations in culture, 
organisation and staff. However, when considering the practicalities 
of the research, particularly attempting to collect data in three case 
studies using two methods of data collection in a two phase research 
design, I perceived it was beyond the scope of a single researcher 
within the time frames of the study to include all three.  Case study 
research can involve a significant time commitment within the field, 
collecting information (Yin 2014). In addition, the design could 
produce large amounts of qualitative data. Managing these issues can 
be overwhelming for researchers new to case study design.  In order 
to ensure the study remained manageable with my resources and to 
avoid compromise to the quality through making it too wide, I 
decided not to include an atypical case.  I focussed on the two 
instrumental cases as it was envisaged that comparing two cases 
which shared some characteristics was more likely to lead to detailed 
findings, supporting the development of theory through repeated 
themes and insights across the settings.  Disconfirming evidence 
within a study is important to extend theories proposed (Eisenhardt 
2002). It was anticipated that disconfirming evidence is likely to be 
stronger in an atypical setting.  However, this highlights that 
consistency and depth is required in order to develop these theoretical 
propositions in the first place.  The shared characteristics of the 
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statutory settings were thought to be more likely to promote this 
consistency and lead to the development of explanations.  
Once the first stage of data collection, using observations, had begun 
in the in-patient setting, the examination of embedded case studies 
was reconsidered.   This was informed by my reflections on the 
emerging data relating to tensions in mental health practice.    
Identifying embedded cases in phase one to consider in phase two, 
meant clearly establishing the boundaries of the case. However, 
observations on the ward suggested that there were multiple scenarios 
in which these issues may be present but they were fluid and fast 
moving.  I began to question the practicalities of isolating instances 
when these conflicting agendas were influential and exploring the 
perspectives of those involved within a time frame where they were 
still memorable to those staff, service users and families involved.  
This was compounded when considering some of the constraints on 
data collection created by being a part-time researcher.   When I noted 
that different agendas may be present within decisions about clients 
care, in these early observations I reflected that they did not 
necessarily appear to be causing tension. 
³There seemed to be a lot of times where control could become an 
LVVXH OLNHOHDYLQJWKHZDUGRUSDWLHQWVREVHUYDWLRQVEXW WKHVHGLGQ¶W
necessarily seem to cause dilemmas for staff,  policy was being 
IROORZHGRUWKHUHZDVZKDWVHHPHGWREHDFOHDUFXWµQR¶«,IRXQG
WKLV VXUSULVLQJ«´ (Extract from research journal day 2 of 
observation).  
These insights suggested that my prior perceptions of how a tension 
could be defined were perhaps naïve; actually these were complex 
DQG SRWHQWLDOO\ XQDEOH WR EH ³ERXQGHG´ LQWR Dn embedded case.   
Making decisions under the influence of these agendas may be 
resolved in different manner from that which I was expecting.  
Explicit within such assumptions are my own experiences of tensions 
between risk and recovery. These early stages of the research suggest 
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some potential differences between my experiences and those of the 
participants.  
At this point in the study I questioned whether phase two would either 
be possible or necessary.  This was confirmed once data collection for 
phase one was complete, as there was a large volume of data relating 
to participants experiences of the influences on decision making in 
mental health practice.  Therefore, in accordance with the emergent 
design, phase two was not undertaken.  The early stages of the 
research highlighted the invisibility of service users within decision 
making (which continued to arise throughout the study). Examining 
this observation enabled me to consider issues of power and, in itself, 
began to suggest that perhaps service users¶ DQGFDUHUV¶SHUVSHFWLYHV
had less of an influence on tensions in decision making than I had 
anticipated.  Data collection therefore maintained a focus on 
SUDFWLWLRQHUV¶SHUVSHFWLYHV 
Figure 2.0 Design of Study 
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3.1.6 Ethical Issues in the Study 
Ethical processes are essential within research to guide decision 
making.  This section examines the ethical issues both informing and 
arising from the study.  The first section focuses on ethical 
governance of the inquiry, whilst the second section considers an 
example of an ethical dilemma I experienced as a healthcare 
professional undertaking qualitative research in the practice setting.   
Ethics Governance 
The research study was conducted in line with codes of practice 
supporting research undertaken at the University of Nottingham (UK 
Research Integrity Office 2009, University of Nottingham 2013). This 
involved adhering to certain principles in the planning, 
implementation and reporting of the research in order to promote 
good conduct, protected participants and maintained accountability. 
Ethical Foundation for the Research 
This study has to have a clear rationale for the research to be 
conducted.  Development of knowledge in the subject area should be 
a central aim (UK Research Integrity Office 2009). This chapter has 
established that the inquiry seeks to make a contribution to 
knowledge in an area rarely examined empirically.  Through the 
development of a critical literature review, a rationale has been 
presented of why conducting research in this area may be of value. 
Building explanations that may be useful for mental health 
practitioners dealing with potential tensions related to the delivery of 
care and pressures to enact control highlights that the aim of the 
research is also to be practically useful. Through these arguments I 
have presented a claim that there is ethical justification to carry out 
the research. 
 
The possible benefits of the research need to be weighed against the 
potential that any harm may occur as a result of the study.  As a 
qualitative inquiry data collection relies on the development of 
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rapport through an interpersonal relationship between the participants 
and researcher. However, this creates the potential for the research 
situation, in particular interviews, to facilitate disclosure of sensitive 
issues (Clarke 2006). There is potential that this could have arisen as 
part of the inquiry because the focus relates to areas of mental health 
practice that may have been emotive or stressful for participants. Such 
issues could have been shared in the interviews by participants.  
Being observed may have resulted in members of the team feeling 
uncomfortable knowing that the researcher is watching a discussion 
that they are contributing to. A further burden may be the time 
commitment required for individuals to participate in interviews 
either within a busy working day or volunteering time outside of 
working hours.   
The benefits to be considered against the costs relate to the 
opportunity to share their perspective on a complex area of mental 
health practice. This includes the provision of a space to reflect on 
this issue and potentially contribute to the development of the 
evidence base for mental health care. These ethical issues are 
examined more fully in the discussion of data collection, though as 
the study focussed on participants working practices, the likelihood of 
sensitive issues being raised was judged as small. Measures were 
taken to minimise these costs and protect participants (see avoiding 
harm section). 
The study was planned and designed to address the research question 
using established frameworks in qualitative research.  The proposal 
for the research design was reviewed by my PhD supervisors and has 
been subject to an internal assessment process. As a result, 
refinements to the wording of the research question were made. The 
research was submitted to the Derbyshire Research Ethics Committee 
via the integrated research approval system and gained final approval 
on 13th October 2010 (see Appendix I).  The study was approved by 
the NHS Research and Development office for the organisation where 
the study took place.  No amendments to the study design were 
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requested by the Committee or the Research and Development 
department.   
As a registered mental health nurse I act in accordance with the NMC 
code of practice (2015). The code governing the actions of nurses is 
complimentary to the maintenance of ethical practices in research. 
This involves upholding human rights, securing informed consent 
before acting, maintaining confidentiality and ensuring that I have the 
necessary knowledge and skills to undertake a task (NMC 2015).   As 
a researcher I have a duty to ensure that my own capabilities match 
the requirements of the study (UK Research Integrity Office 2009, 
University of Nottingham 2013).  To prepare, I undertook a module in 
qualitative research methods and attended post-graduate workshops 
on case study and interview analysis. I participated regularly in 
supervision and used this forum to learn from the expertise of 
experienced researchers. Supervision provided an important space to 
review the quality of the inquiry and enable me to reflect on the 
research process. The development of my own skills was informed by 
learning from my previous experiences of undertaking and 
participating in qualitative research. These experiences were 
particularly valuable for the development of interview technique and 
data analysis.   Building a detailed, current knowledge of case study 
methods and the area under study is an important aspect of ethical 
research (Yin 2014).  Whilst developing the thesis I have strived to 
meet this aim. Through engaging in these processes I endeavoured to 
ensure that I was skilled to undertake a piece of research that was safe 
and of good quality.  
Avoiding Harm to Participants  
5HVHDUFKHUVPXVWHQVXUHWKDWLQGLYLGXDOV¶DUHIXOO\LQIRUPHGDERXWWKH
research and able to make a choice about whether to take part.  The 
process of providing accurate and clear information began with 
approaching areas to gain access to the case study settings. Once 
permission to undertake the study had been granted by the Ethics 
Committee and relevant NHS research office, I wrote to the team 
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leader in each study setting with information regarding the study 
outlining expectations of participants and ethical permissions. This 
was supplemented with a phone call to ensure the receipt of 
information and which provided the opportunity to discuss further 
queries.  All contact with potential study settings made clear that 
taking part in the case study is voluntary and that the additional 
informed consent of each participant would be sought prior to 
involvement in data collection.  I was invited to attend team meetings 
in both study settings by the managers to discuss the nature of the 
study.  During these meetings I was able to answer queries from 
potential participants. No objections to the study were raised by 
members present at the team meetings.   Team leaders discussed 
permission for the study with their teams following this meeting.  A 
follow up email conversation with the managers confirmed they 
agreed for the study to be based within their teams.    The team leader 
of the assertive outreach identified the study as a useful opportunity to 
LQIRUPWKHWHDPV¶UHIOHFWLRQVUHODWLQJWRUHFRYHU\DQGULVN 
Recruitment and Consent for Data Collection 
Boundaries were applied to the initial identification of people likely 
to be present during observations as those mental health workers who 
were expected to participate in decisions and was informed by 
discussions with the teams when negotiating access to the settings. In 
the acute ward this was mainly mental health nurses, healthcare 
assistants and doctors.  Within the assertive outreach team this was 
care co-ordinators, team managers and doctors. To ensure team 
members were able to provide informed consent for observations of 
discussions to take place, the team leader forwarded a letter from the 
researcher to all potential participants at their organisational address 
to inform them of the study. Participant information sheets relating to 
observations were attached to the letter (see appendix II). In 
accordance with good ethical practice, team members were offered a 
verbal explanation of the information sheet and the opportunity to ask 
further questions at the start of the shift on the days the observations 
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took place. During these discussions I emphasised that participation 
in the study was voluntary and they could withdraw at any time.  
Participants were then asked whether they consented for the 
researcher to observe their discussions.  Consent was given verbally 
in accordance with ethical permissions granted for the study. For the 
observations of meetings to take place, consent had to be given by all 
attendees at meetings (such as handover) in order for me to attend.  
Participants were informed that if a particularly sensitive matter was 
being discussed that they did not want the researcher to be present for, 
they could ask me to leave for that aspect.  This did not occur and all 
staff involved gave their consent for me to undertake observations.   
Managing consent for data collection using observations is recognised 
as complex (Mulhall 2003, Moore and Savage 2002). Responding to 
these complexities involves researchers addressing ethical dilemmas 
as they arise within the field (Mulhall 2003). As a registered nurse, 
my own response to these dilemmas is also guided by my professional 
code (NMC 2015).  Within the assertive outreach community setting 
all team discussions took place at the base and therefore the presence 
of individuals in these discussions from outside the team was 
minimal. On one occasion a clinical psychologist attended to facilitate 
a multi-disciplinary discussion, they were provided with verbal 
information, offered an information sheet and gave verbal consent for 
me to attend the meeting.   
However, on a busy acute ward people who were not directly part of 
the case study appeared and left the study setting during the 
observations.  This included on call clinical leads, approved mental 
health practitioners and service users.  When professionals attended 
the ward and appeared in the research field, I explained my role, 
details of the study and asked them whether they consented to my 
presence in the meeting or observing their discussions.  They were 
offered an information sheet at this point, though not everyone took 
one.  All shifts observed included a bank healthcare assistant who had 
not received a letter from the team leader.  Invitation letter and 
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information sheets were provided to her on the first shift.  The same 
process was followed for service users on the wards that were within 
the communal areas which formed part of the field of observation. 
The majority of observations took place in the ward office and 
PHHWLQJURRPVWKRXJKVRPHWLPHZDVVSHQWLQDµJDWKHULQJSODFH¶IRU
service users and staff in the ward (see data collection section for 
more detail).  I provided verbal explanations of the study to service 
users, invited queries as well as offering an information sheet.  The 
service users gave verbal agreement to my presence observing the 
discussions. I maintained an awareness of any verbal or non-verbal 
cues that may have indicated that consent had been withdrawn. 
Excluded from these scenarios was anyone unable to demonstrate 
capacity to give informed consent (informed by demonstration of 
understanding of study requirements and what was involved).  All of 
the service users observed during interactions with staff had been on 
the ward for a minimum of 2 days and some had been there weeks or 
months. None of the service users present were judged as being 
unable to demonstrate capacity to give informed consent.  Spending 
time can be an important way to maximise opportunities for 
information sharing and monitoring on-going consent in acute care, 
KHOSLQJWRHQVXUHDVDVHWWLQJLWLVQ¶WH[FOXGHGIURPUHVHDUFK5RDFK
Duxbury, Wright et al 2009).  I introduced myself and explained my 
role at the start of the shift (and on meeting people for the first time). 
Observations occurred during the whole shift of up to 8 hours, 
providing opportunity to revisit consent which was followed up when 
the same service users were on the ward during the next observations.   
There appeared a genuine interest in the study, service users in the 
setting and professionals coming to the ward would often offer an 
opinion in relation to the research focus.  
The team leader forwarded a letter from the researcher to all team 
members at their organisational address inviting them to take part in 
interviews. A participant information sheet was enclosed (Appendix 
III). The letter included a reply slip with a section declaring whether 
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they were interested in taking part in an interview. Participants 
signified an interest by returning the reply slip to me via post or 
contacting me at my organisational email address.   I did not meet 
with any participants for a minimum of one week after receiving their 
reply to allow them to fully consider the information and avoid any 
pressure to participate.  When meeting with the team members 
individually, they were asked whether they had any questions 
regarding the study and were invited to sign a consent form if they 
agreed to participate (see appendix IV). One copy was retained by the 
researcher and the other was kept by the participant.  
All information provided to participants made clear that participation 
in the research was voluntary and that they had the right to withdraw 
at any time without adverse consequences.  No participant withdrew 
their consent during the research.  
Team leaders and clinical supervisors within case study settings were 
aware that the study was taking place and I planned to encourage 
participants to access their managers and supervision if needed.  
Contact details of further sources of support such as counselling 
services were included on information sheets alongside the details of 
my PhD supervisors.  These steps were taken with the intention of 
minimising the potential costs to participants of taking part in the 
UHVHDUFK  'XULQJ WKH GDWD FROOHFWLRQ SKDVH WKH QHHG GLGQ¶W DULVH WR
suggest to participants to follow up on sources of support; however, 
these contacts were available to them if they identified this outside of 
the interview scenario.  
Data Management 
In accordance with national and local guidelines, steps were taken 
during the research to ensure the careful storage of research data 
(University of Nottingham 2013).  This included mechanisms to 
PDLQWDLQSDUWLFLSDQWV¶DQRQ\PLW\. 
Field notes gathered during the observation were made using 
abbreviations and therefore no identifiable characteristics relating to 
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participants were included in raw data. Notes were stored in a locked 
filing cabinet in my organisational location. This thesis contains 
direct quotations from participants and subsequent publications may 
also contain direct quotes.  This is valued within qualitative research 
as a means to enhance credibility through HQVXULQJ WKH SDUWLFLSDQWV¶
perspective is central and that the interpretations of the researcher are 
fully supported by the data (Mays and Pope 2000).  All characteristics 
which identify participants have been removed from quotes. 
Participants were allocated a code during data collection and have 
subsequently been given a pseudonym during analysis, which only 
the researcher has access to in order to ensure the anonymity of 
participants in the presentation of data.  
Interviews were recorded on a digital recorder if consent was 
provided by participants and digital recordings were transferred onto 
WKH UHVHDUFKHU¶V 8QLYHUVLW\ QHWZRUN SDVVZRUG SURWHFWHG ILOHV 7KHVH
were transcribed for the purposes of data analysis, characteristics 
identifying participants have been removed during transcription. 
When the PhD is complete, the research data will be archived in 
accordance with university policy (University of Nottingham 2013) 
for a period of 7 years. Digital recordings of interviews are considered 
to be source documents and will be transferred onto audio-CD for 
archive.  Participants were asked for permission to record interviews, 
when permission was not given (one participant in the study) I 
recorded interview data through note taking during the interview. 
These notes have been stored in a locked filing cabinet and will be 
archived along with all the other research data.  
Research Write Up 
Research that is conducted ethically incorporates the creation of 
rigorous records. This includes disseminating the research findings 
and WDNLQJ DFFRXQW RI WKH QHHG WR SURWHFW SDUWLFLSDQWV¶ DQRQ\PLW\
(University of Nottingham 2013). Within the thesis and any 
subsequent publications the case study settings have been given 
pseudonyms. Characteristics within data that may identify the 
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organisation where the study took place were removed.   Similarly 
anything that may identify participants in quotes has been removed 
which would be maintained should the work go on to be published.   
Good ethical practices in interpreting data and developing a study 
report are closely linked to enhancing quality and rigour in qualitative 
research.  The next chapter examines how the study attempts to 
maintain these standards and is evidence of further steps taken to 
enhance ethical processes in the development of the thesis.  
3.1.6.1 Ethical Moments in the Research  
With the focus on subjective experiences, often of marginalised 
groups qualitative research has the potential to raise many ethical 
issues for the researcher that can be impossible to anticipate at the 
point of planning the study.  During my own study, there have been a 
number of these tensions.  Guilleviun and Gilliam (2004) describe 
such instances as ethically important moments, where researchers 
may be faced with difficult questions, unanticipated events, alongside 
emotive issues and have to consider how best to respond.  This 
section explores an example of such a moment, examining how I 
managed the situation to consider a broader interpretation of ethics 
than that covered by ethical governance of research alone. 
Dual roles 
As noted, I made efforts in choosing the case study settings to avoid 
any practice areas I was currently or had previously been involved 
with.  Despite this, on the second day that observations took place 
within the in-patient setting, one of the service users who was on the 
ward was a person I used to be the care co-ordinator for.  Since 
working with her she had moved to a different location.  Masie (name 
has been changed to maintain confidentiality) feared that she was 
being targeted and that her life was in danger. This made it hard for 
her to trust people.  When we met as I was introducing myself to 
service users and explaining the study, she told me she felt she 
FRXOGQ¶WWDONWRDQ\RQHRQWKHZDUGbecause she thought they may be 
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dangerous.  Later that day she approached me to ask if she could talk 
to me as she had done in the past because she was frightened and 
ZDVQ¶WVXUHZKRVKHFRXOGWUXVW*XLOOHYLXPDQG*LOOLDPXVH
the language of ethical moments as opposed to dilemmas as they 
highlight that the course of action can be quite apparent, yet there is 
still potential for different outcomes.   The response to Masie was 
FOHDU LQ WKDW , ZRXOGQ¶W EH DEOH WR SURYLGH ZKDW VKH DVNHG PH WR
though I was unsure at the time if I should report this to the ward 
staff.  I did encourage her to approach one of the team members on 
the shift to share her fears.   Leaving someone in a state of distress 
was difficult for me and compromised the principles that I adhered to 
as a nurse and still do as a tutor. Morse (2007) recognises that 
therapeutic and research goals can conflict. Researchers can become a 
source of support for participants in the clinical setting when there is a 
close presence (as is the case with observations). However, she 
suggests this invDOLGDWHV WKH UHVHDUFKHUV¶ GDWD since they are closely 
involved and alter the situation for the participants, consequently it 
should be clearly accounted for within the research report (Morse 
2007).  Whilst Masie was present within the research setting, no field 
notes were taken relating to her and no discussions linked to decisions 
of her care were observed.  Nevertheless, this interaction provides an 
example of the challenges of being a nurse collecting data within a 
healthcare setting.  The boundaries of these two roles are not easily 
drawn. 
3.1.7 Summary 
This discussion has provided an overview of the design, planning and 
ethical approaches underpinning the research study.  In the following 
chapter data collection and analysis will be considered. 
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3.2 Chapter 7: Data Collection Process 
 
The study collected data using observations followed by semi-
structured interviews in both study settings.  
3.2.1 Observations 
The tensions examined in this thesis are situated in the context of 
decision making.  Observations provided the opportunity to consider 
decisions within the practice setting as they were taking place, 
enabling me to focus on interactions between participants within this 
process.   Observations can provide insight into participDQWV¶DFWLRQV, 
helping to uncover perspectives which may be unseen within the 
individual narratives of interviews (Mulhall 2003, Morse 2007). 
Collecting data through what is seen and heard in the case study 
setting provides the opportunity to explore the context of action, 
considering how participants interact with their environment 
(Angrosino and Rosenberg 2011, Bloomer, Cross 2¶&RQQHU
Endacott and Moss 2012). This reflects the emphasis within case 
study research on understanding context. These factors informed the 
choice of observations as a data collection method for this study.  
Direct observation involves a researcher describing and interpreting 
the actions of people within their natural setting, through a process of 
recording what has been viewed (Robson 2002).  Traditionally 
distinctions are made in the type of observation, governed by the level 
of researcher participation; though increasingly the utility of such 
distinct typologies has been questioned (Mulhall 2003). However, 
undertaking observations, like interviews, involved a process of 
selection of the approach used to gather this data which was shaped 
by my experiences and engagement with the literature on this topic.   
This emphasises data collection through observations as a process of 
co-construction.  Notably though, it was undertaking the observations 
that led to me questioning some of the assumptions I had made about 
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how tensions may be present within the study settings.   The 
observations focussed on mental health professionals involved with 
decision making.  They ZHUH LQIRUPHG E\ 5REVRQ¶V ) 
explanation of unobtrusive observations in which the researcher does 
not seek to take part in the activities of those observed and is able to 
adopt an unstructured approach.  
Observations were conducted prior to the interviews. This method of 
collecting data can be exploratory and alter as familiarity is gained 
with the case study, in response to the emerging data (Mulhall 2003).  
Observations can also inform further questions and topics to explore 
(Angrosino 2007).  The early phase of data collection initially 
intended to explore the nature of tensions within decision making. 
Observing activities within the practice settings enabled me to 
consider how and when these may be present. An opportunity to 
clarify these interpretations, potentially examining these in more 
depth through then undertaking interviews, was provided by 
conducting observations first.  The interview schedule was not altered 
following observations (in line with ethical requirements).  However, 
in interviews participants spoke about some events that I had 
observed. This enabled me to make connections, relate narrations to 
context and gain a more holistic perspective.     
3.2.1.1 Focus of Observations 
I had purposely selected the actions and behaviours of mental health 
professionals involved in decision-making to observe and this 
highlights that although the observations were unstructured, I had 
made a decision about what was to be the focus. Dialogues, customs, 
habits and social hierarchies are important components of what makes 
up observations (Denzin 1989).  However, adopting an unstructured 
approach enabled me to remain flexible to altering what was observed 
when data collection had started, once I had gained familiarity with 
the context (Mulhall 2003).  It is also useful when less is known about 
the area of the research (Casey 2006), which has already been 
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highlighted as relevant for this study.  Focusing on situations in which 
decisions may be made enabled me to consider these issues in relation 
to the research question.  This further emphasises the influence of my 
own pre-conceptions as I had selected the processes to observe based 
on my own clinical experience and my engagement with the 
theoretical context.  
I undertook observations of full working days within each case study 
setting.  Temporal factors can be central components to consider 
within observations (Tjora 2006).  I observed two late and one early 
shifts on the acute ward, each was 8 hours.  Within the community 
setting, the team was divided into two sub teams. I observed two mid 
shifts of 8 hours each in the two sub-teams and an afternoon MDT 
PHHWLQJ WKDW , ZDVQ¶W DEOH WR FDSWXUH RQ WKHVH VKLIWV   The 
observations were scattered across different days of the week and 
spanned a period of a month in each area.  Spreading out the 
observations aimed to maximise the potential breadth of activities, 
interactions and routines observed. It provided the opportunity to gain 
insight into changes in the context of the settings; for example, 
periods when the ward was full or had empty beds. Whilst observing 
a whole shift at a time aimed to facilitate the observation of how 
practitioners dealt with tensions and made decisions in the moment, 
as well as explore responses to unfolding events. This recognises the 
potentially unpredictable nature of mental health care.  A total of 58 
hours of observations were undertaken for the study.  
Mirroring the working hours of the health professionals ensured that I 
was able to attend a number of decision making forums in the one 
observation period, such as handover. My attendance from the start of 
the shift was intended to increase the likelihood my presence would 
be experienced as unobtrusive.  Consequently, to undertake the 
observations I situated myself within the location where interactions 
between staff and, on the ward between staff and service users took 
place. For the assertive outreach team, this predominately involved 
the team office, though included a meeting room.  For the in-patient 
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settings this predominately involved the ward office but also a 
communal area, meeting rooms and interactions on the ward.   This 
UHIOHFWV 3ROLW %HFN DQG +XQJOHU¶V  GHILnition of multiple 
positioning in which the researcher does not remain fixed to a specific 
person or location during observation.  
3.2.1.2 Records 
Detailed field notes were kept during observations. These were 
recorded whilst observing events and interactions in the case study 
setting and/or immediately at the end of the shift.  The records made 
included information on environmental features, such as the layout of 
the settings, and contextual details including the number of service 
users that the areas supported.  Most information within the notes 
related to detail of interactions between participants and outcomes of 
decisions where discussion had been observed.  Describing events, 
experiences, organisational characteristics, interactions and the 
interpretations of the researcher have been described as important 
elements of field notes in observational research (Robson 2002, 
Mulhall 2003, Tjora 2006). 
A research diary was maintained throughout the research. During the 
REVHUYDWLRQVWKLVZDVXVHGWRUHFRUGLQLWLDOWKRXJKWVDQGDVVXPSWLRQV¶
regarding patterns, dominant issues and links in relation to what was 
observed, alongside reflecting on my own responses and actions.  The 
journal was therefore able to contribute to a trail of my decision 
making and thought processes during the research.  This was directly 
seen in the decision to adopt a single phase study following some of 
these reflections on observations.  Explicitly recognising these 
interpretations in the journal contributes to a reflective record of the 
influence of my own position on the process of collecting and 
interpreting data (Mulhall 2003).   
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3.2.1.3 Observer¶s Role 
Researchers can adopt a number of different roles informing their 
approach to observation (Angrosino 2007). During unstructured 
observations it is recognised that the researcher is likely to move 
between such roles (Mulhall 2003). The culture which I share with 
participants, to a certain extent, pre-defines part of the role that I 
adopt within observation. A prior understanding of practicing within 
statutory mental health services and previous employment within the 
organisation where the study is located suggests a level of 
participation within the setting which may have enabled me to build a 
rapport with participants and develop an initial understanding of the 
context. This reflects an insider view.  
$QµLQVLGHU¶V¶SRVLWLRQin observation is perceived as advantageous in 
part because it provides motivation to research (Labaree 2002). My 
own experience as a nurse working with people with serious mental 
health problems has been highlighted as a key inspiration for this 
study.  SKDULQJ FRPPRQ H[SHULHQFHV ZLWK SDUWLFLSDQWV¶ IDYRXUV
insider perspectives and can help build relationships (Labaree 2002). 
This may have inadvertently enabled me to gain access to the settings 
and obtain consent from the participants to be observed.  Whilst this 
was not explicitly discussed with practitioners, there may have been a 
greater sense of trust and safety created by the knowledge that I was a 
nurse too. May (2011) argues that interpretations will have enhanced 
accuracy the more the researcher knows and understands the language 
used in the study setting. My previous experience as a mental health 
nurse provides me with insight into jargon, customs and processes 
used within the case study settings.  This may have informed the 
manner in which I made sense of actions occurring during the 
REVHUYDWLRQVLQDGGLWLRQWRHQDEOLQJPHWREHµDFFHSWHG¶E\WKHWHDPV
that I was studying. This intimacy, according to May (2011), enables 
D UHVHDUFKHU WR JHW EH\RQG LQLWLDO SXEOLF µSHUIRUPDQFHV¶ WKDW
participants may present for social desirability.  This can contribute to 
a deeper level of understanding than if insight into this language and 
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culture is lacking (Labaree 2002). Acceptance of me as an insider in 
the study may be evidenced by examples of when participants 
checked whether their recollection of events was accurate or asked for 
my views on changes within the NHS during the observations.  
Describing myself as an insider in this manner, may however, be 
problematic. Being viewed as an insider is clearly contextual. Nurses 
were the largest group of practitioners to be observed (and 
interviewed), yet they represented only some of those present in the 
FDVH VWXG\ VHWWLQJV , GLGQ¶W QHFHVVDULO\ VKDUH WKH FXOWXUDO ZRUOG RI
social workers, doctors, health care assistants and service users. 
Sharing some aspects of identity does not preclude the need to build 
trust to facilitate relationships that enable the interpretation of 
meanings (Labaree 2002).  This is reflected in the thought given to 
how I presented myself during the shifts, including for example 
making tea as a strategy to promote my acceptance.  The disadvantage 
of this shared culture is also the difficulty in separating yourself 
enough from the context to interpret new information (Bonner and 
Tolhurst 2002). 
The study took place in two practice areas I have never worked in as a 
qualified professional.  My presence in the settings as a researcher 
took place a number of years after leaving the organisation. Nurse 
education has been criticised for its distance from the practice setting 
(Kellehear 2014). My current role may therefore facilitate the role of 
µRXWVLGHU¶+RZHYHUWKLVSRVLWLRQFDQDOVRSURYLGHDGYDQWDJHVIRr the 
UHVHDUFK6RPHGHJUHHRIµRXWVLGHU¶ separation facilitates sensitivity to 
actions and routines that may be relevant to the research and difficult 
to identify as an insider (Bonner and Tolhurst 2002).  Fresh 
perspectives that might otherwise be hidden by my emersion in a 
context may be seen.    Adopting such a dual position meant that in 
reality I moved between the insider and outsider view, depending on 
the nature of the observation, the participants and my own reflexivity.  
$W WLPHV , ZDV LQFOXGHGZLWKLQ µEDQWHU¶ LQ WKH VHWWLQJV KLJKOLJKWLQJ
the intimacy associated with an insider position. At other times I 
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reflected on struggles to make sense of actions, for example the 
response of qualified nurses within ward round and such reflections 
identified me as an outsider.  
This dual identity highlights the insider-outsider role is fluid rather 
than dichotomous (Labarre 2002).  It is suggested that this dual role 
enables the researcher to gain most insight (Bonner and Tolhurst 
2002). 
3.2.2 Interviews 
Interviews were used within this research study to gather data. 
Interviews are one of the primary methods of data collection within 
qualitative research, aiming to gain an insight into the meaning that 
participants give to an aspect of the social world (Hewitt 2007).    
Interviews are undertaken when the researcher seeks to learn about 
what another person communicates about their experience.   One to 
one interviews, therefore, provide the opportunity for practitioners 
and I to enter into dialogue to examine the meaning of tensions 
related to GXDOLW\ZLWKLQSURIHVVLRQDOV¶SUDFWLFH7KHOLWHUDWXUHUHYLHZ
presented an interpretation of tensions present within the context of 
mental health practice.  This represents the presuppositions of the 
researcher, informed by relevant published work.  Interviews with 
mental health professionals aim to examine their own interpretations 
of this phenomenon and whether they perceived it had meaning 
within their own context. Narration presents a holistic perspective on 
this experience, encompassing thoughts, emotions and discussion of 
behaviours (Nunkoosing 2005). 
The literature review highlighted that limited empirical research has 
EHHQ FRQGXFWHG H[DPLQLQJ SURIHVVLRQDOV¶ SHUVSHFWLYHV RQ WKH 
potential tensions of delivering care and enacting control in mental 
health practice.  Due to their capacity for detailed exploration, 
interviews have been identified as useful when little is known about 
the topic (Tod 2010). This provides a further rationale for interviews 
being used to collect data in this study.  Interviews provide a flexible 
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tool to explore the research phenomenon in-depth and were for these 
reasons adopted in this study (Robson 2002). 
Within an interpretivist paradigm, understanding is created through 
the process of dialogue between researcher and participant within 
interviews (Binding and Tapp 2008). The researcher is a central tool 
of data collection; the interaction of their beliefs and experiences is an 
important feature of the research process.  This inquiry examines a 
phenomenon that is difficult to define.  I used semi-structured 
interviews to gather data in both case studies having identified that 
there was a need to provide some focus within the interviews to 
promote discussion relevant to the topic.   Semi-structured interviews 
involve pre-planned questions that are asked to all participants. The 
order and wording of these is flexible (Robson 2002).  This enables 
the researcher to control the focus of the interview, yet adapt to 
SDUWLFLSDQWV¶ LQGLvidual perspectives and agendas (Tod 2010).   The 
boundaries and existence of tensions are unclear; therefore, for the 
research focus to become tangible there was a need to locate this in 
relation to an area of mental health practice.  Semi-structured 
interviews were employed to structure discussions around decision 
making, where it was perceived that tensions are most likely to be 
present. 
The interview schedule was informed by the literature review and 
subsequent discussion with supervisors, which contributed to the 
focus on decision making (see Appendix IV). The questions were 
asked to all interview participants with alterations to the order 
depending on topics arising from discussion. Different prompts and 
additional questions were used for each participant, reflecting the 
issues they discussed.  Open questions were employed in the 
interviews to encourage detailed responses, whilst closed questions 
were used as prompts to clarify points and check my interpretations 
during the discussion.   
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I had met the majority of participants prior to the interviews taking 
place due to the period of observation; this facilitated the 
development of discussion and building of rapport to ensure that 
participants felt at ease.   Good interview technique involves 
researchers establishing rapport with participants through engaging in 
µRUGLQDU\ FRQYHUVDWLRQ¶ )RQWDQD DQG )UH\   7KH LQWHUYLHZ
schedule developed for this study began by posing a general question 
designed to provide practical information and enable the participants 
to settle in to the interview situation. Later questions within the 
interviews focussed more specifically on tensions.  My own 
experience as a mental health nurse clearly influenced the use of 
communication techniques within the interviews to establish rapport 
and aid discussion. 
Employing these skills involved my attempts to mirror the language 
used by the participants within the dialogue. Power dynamics are an 
important issue within research interviews. The way in which 
questions are constructed can provide participants with the framework 
within which the phenomenon of the research is to be viewed. Whilst 
this may have the advantage of gaining focus, it has the potential to 
QDUURZDQVZHUVDQGOHDGWKHSDUWLFLSDQWV0\XVHRISDUWLFLSDQWV¶RZQ
language endeavoured to create space for their meanings alongside 
avoiding my own pre-suppositions dominating the interview.  The 
interview questions therefore avoided any reference to control, care, 
risk or recovery to recognise that tensions may be constructed 
differently by participants or be influenced by different factors.  
However, my pre-suppositions may have been revealed in the follow-
up prompts, for example asking some participants to explain their 
views on risk in more detail where this was mentioned.  
All the participants interviewed were currently working in adult 
mental health services. Researchers and participants who have similar 
backgrounds can develop a mutual language that facilitates 
understanding and sharing (Manderson, Bennett and Andajani-
Sutjahjo 2006). Prior to working in an academic setting, I worked as a 
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nurse within adult mental health services.  Interviewer and 
interviewees, may have therefore, shared a similar professional 
language that could have aided discussion.  However, the specific 
professional backgrounds did differ from my own in five interviews 
which may have also impacted on the dynamics within the interview. 
3.2.2.1 Recruitment 
Thirteen nurses were employed on the acute ward at the time of the 
study. One of these nurses was on maternity leave; one was on long 
term sick leave and another on permanent nights.  Ten healthcare 
assistants worked in the ward and four psychiatric consultants who 
were supported by three specialist registrars providing treatment to 
service users.  All were invited to participate in the study.    Seven 
reply slips were received resulting in six interviews taking place. I 
contacted the seventh person via email in addition to leaving 
messages on the ward, but no reply was received. In seeking to strike 
the balance between encouraging participation and enacting coercion, 
I interpreted the lack of reply as a withdrawal of her interest in 
participating in the study.  
The assertive outreach team was sub-divided into two sections 
(specific details are outlined in chapter 8).  In Team A there were six 
community nurses, four community support workers, a social worker 
and two doctors (one consultant and one specialist registrar). Though 
between the period when I met with the team to explain the study to 
negotiate access and initiating data collection the specialist registrar 
had left the team. One of the community support workers was also on 
sick leave.  In Team B there were seven community nurses, five 
community support workers and two consultants. Team A and Team 
B were jointly over seen by two managers, a nurse and a social 
worker.  All were invited to participate in the interviews. Twelve 
replies were received which resulted in eleven interviews. Three of 
these were nurses from Team A. From Team B four of the 
interviewees were nurses, the two consultants and one community 
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support worker. One team manager also participated in an interview. 
The reply from the twelfth person resulted in an interview being 
arranged for which they did not arrive; this occurred twice and the 
person declined to rearrange. 
Given the size of each team there were a high number of people who 
chose not to participate in interviews. This includes representatives of 
all professions but is highest amongst unqualified staff.  The reasons 
for non-participation are inevitably unknown.  However, it is possible 
that they may have been influenced by the demands of a busy 
healthcare environment.  The interviews took place after the 
observations in which, due to the nature of decision-making, I had 
spent more time around qualified members of staff and particularly 
QXUVHV7KLVUDSSRUWPD\KDYHLPSDFWHGRQWKHQXUVHV¶ZLOOLQJQHVs to 
EH LQYROYHG ,Q 3HHO 3DUU\ 'RXJODV DQG /DZWRQ¶V  VWXG\, 
interviewees identified their participation in interviews was 
influenced by altruism and the opportunity to offload.  Given the 
emphasis on evidence based healthcare, which may be more familiar 
to qualified members of staff, it is perhaps more likely that the 
interviews would have been perceived as an opportunity to contribute 
to the development of evidence and therefore as helpful.  
3.2.2.2 Location 
All interviews were conducted within the case study settings to 
minimise the costs to participants of taking part.  Interview rooms 
within the ward and community setting were used to create privacy 
and minimise the chance of interruptions.  The location of interviews 
can influence the way participants and researchers locate social 
characteristics, potentially shaping the interview dialogue itself 
(Hyden 1997).  Situating the interviews within the case study setting 
aimed to enable participants to feel at ease, recognising Manderson et 
al¶V (2006 FODLP WKDW FRQGXFWLQJ LQWHUYLHZV LQ WKH UHVHDUFKHUV¶
environment favours the researcher. Instead, I was within the 
SDUWLFLSDQWV¶VHWWLQJV,QWHUYLHZVZHUHFRQGXFWHGGXULQJWKHZRUNLQJ
105 
 
hours of participants¶ and efforts were made to arrange these at a time 
when participants¶ work demands may be less, for example on a night 
shift when the ward was quieter.   
3.2.2.3 Interpersonal Dynamics 
I planned, designed, and conducted the research. This positions me in 
an authoritative role within data collection as the agenda of the 
research is one that I have set (Karnieli-Miller, Strier, Pessach 2009). 
Yet as the epistemological background established, the research has 
an emancipatory interest to be meaningful to mental health practice. 
Creating an informal, caring atmosphere within the interview that 
enabled interviewees to share their story was important to work 
towards this emancipatory interest and facilitate the demonstration of 
acceptance of the validity claims of the participants (Habermas 1987). 
I aimed to achieve this through engaging in informal conversation 
when meeting participants, clarifying understanding of the study and 
responding to topics they raised within discussion.    
The epistemological background considered the shared context that I 
have with some of the participants in the study. This background, 
DORQJVLGH RWKHU VRFLDO FKDUDFWHULVWLFV RI ERWK WKH SDUWLFLSDQWV¶ DQG I 
will have influenced dialogue and therefore the co-construction of 
meanings within the interview situation.  Being a mental health nurse 
gives me a shared context with the majority of participants I 
interviewed. This insider role may have facilitated the development of 
understanding through shared language and experiences; creating a 
more reciprocal power relationship.   My distance from the clinical 
setting may have, however, contributed to fluidity in this insider role 
dependent on the nature of discussion.  
Such power relationships between the other participants and I may be 
influenced by differences in professional status and hierarchy. This 
was perhaps notable in that the only participant who did not give 
permission for the interview to be recorded was a community support 
worker. This may be reflective of an initial lack of trust of the 
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researcher or an aim to maintain power through minimising the 
possibility of narratives being misrepresented.  
Within an exploration of relationships within the interviews, it is 
important to recognise that participants are not passive and do 
exercise their own agency (Corbin and Morse 2003, Nunkoosing 
2005). This includes their decisions regarding what and how they 
share their experiences.  The level of responsiveness to interviewers¶ 
questions may be a way of interviewees establishing power including 
by providing socially desirable answers (Karnieli-Miller et al 2009).  I 
KDG H[SHFWHG WKDW SDUWLFLSDQWV¶ GLVFXVVLRQ RI the strategies they 
undertook to support service users involvement in recovery orientated 
decision making would dominate the interviews.  The emphasis 
within both local and national policy on recovery would suggest this 
FRXOG EH WKH µGHVLUDEOH¶ DQVZHU  , UHIOHFWHG that SDUWLFLSDQWV¶ 
expression of such answers may be confounded by my identity as a 
lecturer, in which they may anticipate I would be searching for 
µFRUUHFW¶LQIRUPDWLRQ. However, this was evidently not the case when 
undertaking the interviews as recovery perspectives had minimal 
presence.  This suggests that the participants did not necessarily 
provide the socially desirable answers and may therefore reflect a 
more reciprocal relationship.   
It may also be influenced by how I presented myself within the 
research situation.  My research journal relating to the first meetings 
on the ward notes that I am not quite sure how to introduce myself 
and which role should come first (nurse, researcher, teacher).  It 
reflects on whether this is likely to have an impact on how I am 
perceived by the team and which of these identities is most likely to 
facilitate trust.  Such reflections highlight the particiSDQWV¶ SRWHQWLDO
influence on researchHU¶VLGHQWLW\ (Mulhall 2003).    
The frequency with which interviews are used in research has been 
criticised for contributing to a lack of critical examination of the 
interview as an inter-personal process (Hewitt 2007). This 
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compromises the recognition of the co-construction of knowledge, 
through the process of dialogue between participant and researcher 
within the interpretive paradigm.  It has been argued that the 
interview is itself a process of social construction and may therefore 
be limited in its contribution to developing understanding of the 
external context (May 2011).  Addressing these criticisms involves 
honesty and transparency regarding the influence of the researcher on 
the process. This section has considered the impact that my own 
experiences, skills and perceptions may have had on the interview 
situation. This transparency should be embedded throughout the 
research process. It also involves, drawing out and debating 
contradictions, not just commonalities in the data created from 
interviews (Fontana and Fey 1994).   
Examining the context that participants discuss within interviews is 
an essential way to develop a deeper understanding outside the 
dialogue itself (May 2011) and can aid in addressing some of the 
criticisms of interviews. Observation provides an important tool to 
achieve this. 
3.2.3 Concluding Data Collection 
I interviewed all participants who declared an interest in participating 
and agreed to an interview in both settings.  The number of hours 
undertaken for observations was planned to include a broad range of 
relevant forums such as MDT meetings, though the number of days 
was not decided until data collection was underway (and was 
conducted in line with ethical permissions granted for the study).  
However, it can be a delicate balance between too much and not 
enough data to enable thorough analysis and the development of 
theoretical insights (Yin 2013). Theoretical saturation is reached 
when a researcher is unable to extend their learning as a matter has 
already been seen consistently, which informs the choice of when to 
stop adding new cases or data (Eisenhardt 2002). I ceased 
observations when I judged that there was frequent repetition of the 
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matters being observed and I was not offering any new insights in my 
accompanying reflections. Theoretical saturation is defined by the 
careful and systematic collection, analysis and reanalysis of data 
which is immersed in the research process itself (Tuckett 2005, 
Bowen 2008). As a result, the decision to cease data collection was 
not fully reached until the analysis of data and comparison with the 
literature was undertaken and theoretical propositions had been tested.  
3.2.4 Data Analysis 
The interpretation process within case study research is continual.  
The flexibility enables researchers to explore patterns within the data, 
amending design and data collection processes in response (May 
2011).  This highlights that data analysis is not confined to distinct 
stages initiated when data collection is complete.  Discussions so far 
within this chapter have highlighted how my reflections upon the data 
have informed methodological choices, alongside how interpretations 
of my own meanings and experiences have influenced the research 
process as it progressed.  Yet in order to achieve depth of 
understanding and develop explanations, specific systematic analysis 
of data was undertaken to search for similarities, differences and 
patterns within and across each case. This section provides an account 
of the inductive analytic approach adopted highlighting how this is 
connected to an ongoing process of interpretation. 
3.2.4.1 Preparing for Data Analysis 
I transcribed each interview verbatim.  During transcription long 
pauses and non- lexicals were included as it was identified this could 
be relevant to the meaning participants communicated; for example, 
highlighting emphasis within a sentence.  Such decisions relating to 
how to display the conversation within transcribed accounts represent 
part of the interpretative process and the role of the researcher in co-
constructing meanings.  Riesmann (2002) emphasises this in the 
claim that there is no single true way to symbolise spoken language in 
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the written word so interpretations take place as this process is 
attempted.  However, the inclusion of participaQWV¶ VWDWHPHQWV RI
H[SUHVVLRQV VXFK DV µXP¶ µHU¶  DLPHG WR FDSWXUH DV PXFK GHWDLO DV
possible in the transfer of the interviews onto written transcribed 
documents which were used as part of data analysis.  This informed 
my decision to transcribe the interviews myself, which also enabled 
me to become very familiar with the data arising from the interviews 
and aided me to maintain this familiarity over a period of time as a 
part time researcher. 
Field notes from observations were typed up to ensure legibility and 
provide ease of management of the data.  Efforts were made when 
typing up the notes to ensure that these were a direct copy of 
information recorded in the field.  Such a process enabled me to be as 
acquainted with this data source as the transcripts from the interviews. 
However, the original notes have been used as a reference source 
throughout interpretations where clarification may be beneficial or to 
check readings of specific elements of text.  
These transcribed, anonymised documents were stored in the 
computerised data analysis software programme Nvivo.  Programmes 
such as Nvivo can offer an efficient way to organise, store and 
manage research data (Bringer, Johnston and Brackenridge 2004). 
Nvivo has been designed to assist researchers to build rich 
interpretations, yet there are concerns that the use of such software 
can lead to rigidity within analysis, limiting the scope of 
interpretations (Bringer, et al 2004). Within this study Nvivo was 
predominately used for the storage of data, recording of patterns and 
organisation of data categories once identified.  It was also used to 
assist the identification of relevant quotes when presenting data 
analysis.  Searching for patterns, links and differences within the data 
was conducted by hand. This was informed by my previous 
experiences of analysing qualitative data, in which I have found the 
visual and spatial arrangements afforded by the use of Post-its, 
coloured pens and paper helpful to aid my thinking.  I had not used 
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Nvivo prior to this study which may have influenced my capacity to 
fully employ all the functions in the package to aid the analysis in this 
way.  
3.2.4.2 Analysis  
The process of data analysis in case study research has been criticised 
for only receiving cursory attention within the literature (Tellis 1997, 
Yin 2014).  However, there is some commonality in the approaches 
advocated by the key proponents of case study methodology 
regarding the presentation and comparison of interpretations of case 
study data (Eisenhardt 2002, Stake 2006, Yin 2014). 
The execution of my own analytical strategy had to be grounded in 
the purpose of the research alongside the type of case study adopted 
(multiple instrumental case study). Within this research developing an 
understanding of mental health professioQDOV¶H[SHULHQFHVRIpotential 
tensions related to delivering care and enacting control is an important 
focus of the study.  Such an emphasis centres on describing the 
particular within each case to aid the development of understanding 
(Stake 2000). However, the study also aims to inform mental health 
practice.  This highlights that in working with the data I am seeking to 
go beyond describing what appears to be happening to attempt to 
consider explanations.   Consequently, the strategy for analysing data 
within this study was influenced by the processes advised for building 
theory in case study outlined by Eisenhardt (2002) and explanation 
outlined by Yin (2014). These also share some similarities with 
6WDNH¶V  DSSOLFDWLRQ RI DVVHUWLRQV LQ PXOWLSOH FDse study 
research analysis.    
This study includes two case study settings and two methods of data 
collection in each setting.  Analysis of data therefore needed to be 
systematic to ensure that differences and similarities between the 
cases were fully explored, using the design to effectively triangulate 
the findings.   This phase of analysis was initiated by examining the 
data in each case individually.  Within-case analysis started by 
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focusing on the in-patient ward as this had been the first site of data 
collection.  Dividing the data by method of data collection is 
recommended by Eisenhardt (2002) as a practical strategy for 
organising data analysis, as well as maximising the insights gained by 
using multiple methods.  
I began by reading and re-reading the observation notes from the in-
patient setting. During this process I kept a log, noting my initial 
impressions including for example, issues that were mentioned 
frequently and my perceptions of their potential meaning.  This log 
aimed to enable me to record possible insights to follow up on during 
later stages of data analysis.  However, one of its primary functions at 
this point was to note my early assumptions regarding the data 
enabling these to be challenged and tested as the analysis progressed. 
Thorne et al (2004) emphasise the potential for less experienced 
researchers to struggle to move beyond the inferences that they had at 
the start of the study and be heavily influenced by a desire to make 
the data fit.  Consciously aware of such issues in light of the context 
for the research (a PhD thesis), I perceived the log as an important 
tool to enable me to be open about these assumptions and therefore 
aim to critically examine the impact of them on the study findings.  
Recording such notes can also assist with conceptualising data and as 
Yin (2014) recognises is frequently used in analytical approaches 
aimed at building theory.  This was built upon in my second reading 
of the observation notes where I began to record keywords.  These 
keywords were identified as frequently occurring topics, concepts that 
were recorded or mentioned that related directly to the research 
question and the theoretical framework for this question.  On a third 
reading of the data these keywords were recorded onto Post-its with a 
brief summary of the issue identified in the text included under the 
keyword. These Post-its were grouped where connections between 
keywords were evident.  A summary of these key words was recorded 
within my analysis narrative log alongside reflections on my 
interpretations of what these could mean.   
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I repeated this phase using the transcripts gained from the interviews 
in the acute ward.  Given the quantity and depth of data arising from 
the interviews, this process extended the keywords captured, although 
commonalties existed between the two, perhaps influenced by the use 
of TXLWHEURDGNH\ZRUGVVXFKDVµVtructure of decision makinJ¶. Notes 
were made within the written log regarding notable differences 
EHWZHHQ SDUWLFLSDQWV¶ SHUFHSWLRQV RQ WKHVH WRSLFV  The brief 
description I captured under each keyword category also provided a 
record of this.  Constant comparison between the particular within 
case study data, the case itself and the context are important aspects 
of analysis (Stake 2006). At this point, concerned about context being 
lost by the use of keywords, I returned to the transcripts and 
observation records to produce written summaries of the observation 
days in the acute ward and each interview, drawing out in each 
interview and set of observations repeated themes of discussion and 
issues that were shared, related to the research question.  This helped 
WR VLWXDWH VXFK WRSLFV LQ UHODWLRQ WR ERWK WKH ZDUG DQG WKH SHUVRQ¶V
context. It also formed a checking process for the keywords. 
The analytical strategy so far enabled me to see some commonly 
occurring concepts and events in the data, to provide some insights 
into one of the cases.  Having reviewed the interview and observation 
data separately and cross matched the keywords; I progressed to 
undertaking this process for the assertive outreach team.  Rather than 
conducting cross-case comparison with a deeper interpretation of the 
data, comparing across the cases at this point provided a mechanism 
to test out the relevance of the keywords to the research question.  
Eisenhardt (2002) acknowledges that moving between within and 
cross-case comparison provides a more diverse and robust way to 
manage the data, guarding against what she identifies as human 
tendencies to jump to definitive conclusions without adequate 
evidence.  I repeated the phases outlined for the observation data and 
interview transcripts collected in the assertive outreach service.  As 
previously highlighted, the team was defined as one case but there 
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were divisions in terms of how the team operated.  Reviewing of the 
data was undertaken for Team A first, followed by Team B, providing 
another opportunity for checking and triangulation. This process led 
to examples of some differences between the acute ward and the 
assertive outreach team being noted, for example relationships with 
service users appeared as a keyword more often in assertive outreach.  
These were highlighted to be revisited following further analysis to 
examine how consistent these differences were.    Whilst some 
differences in the details related to each keyword had been identified 
between participants and case study, this initial review of the data in 
both settings gave rise to shared key words from observation and 
interview data across both settings. During this time I maintained the 
analysis narrative log and noted further assumptions that I identified 
during this review of the data in the assertive outreach team.  
These keywords were reviewed and where necessary collapsed if 
related concepts were identified to form a coding framework for the 
data (see chapter 8 for themes).   Transcripts from interviews and 
observation data were coded according to this framework.  Extracts 
from the data were highlighted according to which code they 
reflected; some extracts appeared in more than one code. Nvivo 
allows the capturing of comments, patterns, connections and 
reflections within the programme (Richards 1999) and was used to 
code and record the categorisation of data. This facilitated the 
inclusion of extracts in more than one category.  The research 
question focuses on tensions associated with delivering care and 
enacting control and participants were asked in interviews to provide 
examples of dilemmas.  Consequently, vignettes outlining specific 
dilemmas either described by interviewees or noted during 
observations were also captured in a separate category to enable me to 
review these examples in depth.   Coding resulted in the combination 
of both interview and observation data into each category, though all 
data extracts highlighted the source of the data. Categorisation was 
undertaken systematically on a case by case basis.  Data from both 
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case study settings was eventually recorded under one category, 
extracts were grouped together  according to whether they were from 
the in-patient or assertive outreach setting to facilitate a comparison 
between case studies.  This process culminated in the presentation of 
themes.    Theme categories were broad, which enabled the capturing 
of different positions on the same concept. It also facilitated the 
majority of data from both interviews and observations to be included 
within coding.  The analysis log was updated with any new patterns 
or assumptions that I noted during this further interaction with the 
data. 
The generation of themes outlined helped to structure and manage the 
data, whilst retaining some of the descriptive detail so important to 
richness within case study (Stake 2000). It also provided me with the 
opportunity to consider patterns within categories and compare how 
themes behave in the different case studies.  Throughout this process, 
my own knowledge of the literature in the topic area and influence in 
defining the research questions is likely to have had an impact on the 
identification of keywords.  A number of strategies were used to 
enhance the credibility of this process in light of the influence of my 
own experiences.  This included reviewing the transcripts a number of 
times to re-check  the keywords, development of broad categories to 
DYRLG WKH H[FOXVLRQ RI GDWD WKDW GRHVQ¶W µILW¶ D QDUURZ FRGLQJ
framework, use of Nvivo search functions in addition to reading to 
ensure all relevant data extracts  were incorporated in themes.   
The analytic strategy undertaken at this point had the advantage of 
providing descriptive detail. However, it presented limited depth of 
interpretation or insight into the connections between concepts and 
their relational influence.  Through an examination and testing out of 
these patterns in the data, explanations can be built (Yin 2014, 
Eisenhardt 2002).  Central to this process is the identification of 
propositions, which may be theoretical insights or initial statements of 
explanation related to the data (Yin 2014).     I revisited the 
assumptions and reflections captured as part of the analysis narrative 
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log that I had maintained whilst developing themes.   At the end of 
reviewing all the data in a case study, within the log I had 
summarised in bullet points a series of statements relating to what I 
interpreted was happening within the data and how these patterns 
potentially related to each other.  
Reviewing these statements, initially I was shocked by what they 
suggested in terms of the distancing between service users and staff, 
reflecting a lack of focus on recovery. This evoked feelings at times 
of disappointment in my profession.   Such recognition made 
progressing analysis difficult at this stage as I struggled to be critical 
by looking further into these explanations. I was aware of the 
pressures on healthcare teams and I felt disloyal by having the luxury 
of considering these interactions at a distance from the experience of 
delivering mental health services.  I addressed these concerns through 
discussion in supervision and pushing myself into an outsider position 
during such a key stage in the analysis. This involved focusing on my 
responsibilities as a researcher and not necessarily as a nurse, 
recognising that being critical did not exclude research from having 
an impact on nursing practice.  This experience was perhaps 
complicated by further recognition that these insights potentially 
represent a departure from my own assumptions regarding the 
expression of tensions, including the influence of recovery and 
autonomy.  
After reviewing the statements in my analysis log (outlined in the 
findings section), I adopted these as emerging explanatory 
propositions.  This involved mapping how these propositions across 
both case study settings may be related to each other.  A sample of 
data from each study setting was initially used to compare with the 
proposition, to provide an indication whether there were grounds for 
more detailed comparison or as to whether there was no further 
evidence to support the proposition. Propositions were then 
represented diagrammatically to hypothesise how these may influence 
one another.  Using the initial version of this map, I compared each 
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section, representing an explanatory proposition with all the data in 
both case studies.  Where the propositions were confirmed, variations 
in the expression of the proposition were noted, to develop further 
clarity in how it may be interpreted.  This is recognised by Eisenhardt 
(2002) as an important method of shaping propositions and 
developing validity in the proposed meanings. Comparing these with 
all the data enabled me to discover evidence within the case study to 
support (or reject) the proposition, as well as compare strength of 
explanation within and across cases.  All data from the acute ward 
was examined before moving on to the assertive outreach team.    
This process highlighted that some propositions appeared 
consistently, which led to these being revised and the explanatory 
relationships altered to reflect the significant influences seen in the 
data.  
Reviewing all the data again in relation to the propositions, revealed 
that there were two interviews in particular that disconfirmed some of 
the propositions. It was noted that this was particularly significant in 
itself and consideration was given as to how the relationships between 
propositions may be expressed differently in order to explain this 
finding within these interviews.  Disconfirming evidence aids the 
development and extension of the theories proposed (Eisenhardt 
2002). The map was re-modelled to reflect these further 
interpretations, resulting in the development of an explanatory model 
that outlined how the identified concepts and insights were influenced 
by one another.   All data was revisited again to compare this model 
to the evidence within the case studies, on a case by case basis.  
Following this further review of the explanatory model minor 
amendments were made to reflect this comparison with the evidence 
in the case studies and clarify the potential relationships in the data. 
This is the model presented on p.157, figure 4.0. Themes derived 
from the data can provide the building blocks for the development of 
theory (Andrade 2009) and actually formed part of the explanatory 
117 
 
framework, although they were integrated in different aspects of the 
model.  
An important part of building explanation involves keeping an open 
mind and exploring alternative explanations for the patterns arising 
from the data (Andrade 2009, Yin 2014).  Throughout the iterative 
phases of data analysis I strived to maintain this position through 
reflexivity, assisted by the continuation of the analysis log.  My own 
experiences will have informed the lens through which I viewed the 
data and the insights gained, emphasising the data analysis as an 
individual process built from my own interaction and immersion in 
the data (Cutcliffe and McKenna 1999).  Identifying instances within 
the data that offer alterative perspectives and disconfirm theoretical 
propositions is important to demonstrate the authenticity of this 
process, challenging criticisms of case study that it is biased. 
Flyvbjerg (2006) suggests such criticisms are commonly challenged 
E\ FDVH VWXGLHV WKDW XQGHUPLQH UHVHDUFKHUV¶ SUHFRQFHLYHG
assumptions, as has been my own experience in this research.   
Extracts from the data and literature which indicate alternative 
perspectives to those presented in the explanatory model have been 
highlighted throughout the discussion section of this thesis.  
Having reviewed the evidence within the data that supported or 
challenged the explanatory model, the analysis progressed to 
undertaking a comparison of the explanations with the wider 
literature. Initially I sought to review existing theories or literature 
that linked to the explanations offered in my research.  This process 
provided insight into two key theories: Hilgartner¶V  µ7KH
Social Construction RI 5LVN 2EMHFWV¶ and Nussbaum¶V ) 
µ2EMHFWLILFDWLRQ¶, which have been used to underpin the discussion 
section of this thesis. These theories aided the development of depth 
in the explanations offered.  Their use to inform the construction of 
the discussion section, alongside extracts from the data, emphasises 
the continuous nature of interpretation. Through this write-up further 
comparison of the data with the explanatory model and existing 
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theories takes place, inevitably leading to insights being further 
refined.  Eisenhardt (2002) emphasises that it is essential for building 
theory from case study that this comparison with the literature is 
broad and encompasses sources that conflict with the explanations 
offered.  This aids the development of quality and trustworthiness of 
the findings.  Comparison with existing literature presented in the 
discussion also draws out alternative interpretations which are 
influenced by sources that may contradict the explanatory model 
proposed from the data in this research. This process has been 
informed by returning to the theories examined in the literature 
review to compare their relevance to the explanations offered. 
As identified previously it was at this point that the decision not to 
collect further data was finalised as I judged that theoretical saturation 
had been reached following comparison of explanations with the data 
in both case study settings and the wider literature.  
3.2.5 Quality 
Denzin (2002) proposes a series of questions that may be used as an 
evaluative framework for examining the quality of the interpretative 
process (see Fig 3.0).  Utilising these questions the following section 
adopts this framework to examine the rigour of the research and 
analytical processes. 
Figure 3.0 Denzin's (2002) Interpretative Criteria 
 
 
 
 
 
 
Interpretative Criteria (Denzin 2002) 
1) Do they illuminate the phenomenon as lived experience? 
2) Are they based on thickly contextualised materials? 
3) Are they historically and relationally grounded? 
4) Are they processual and interactional?  
5) Do they engulf what is known about the phenomenon?  
6) Do they incorporate prior understandings of the phenomenon? 
7) Do they cohere and produce understanding? 
8) Are they unfinished?  
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Interpretations have to be situated within the idea of lived experience.  
The study adopted data collection methods that aimed to gain insight 
into the experiences of mental health professionals. It is grounded 
within an epistemology that values subjective meanings and 
interpretation. Yet narratives can become distorted through the 
SURFHVVRILQWHUSUHWDWLRQ+HZLWW7KLVFDQOHDGWRSDUWLFLSDQWV¶
identities being misrepresented.  The study aimed to ensure that the 
focus on lived experience is maintained through the inclusion of data 
throughout the thesis to support interpretations; this includes the data 
that offers disconfirming evidence for the explanatory model.  The 
collation of detailed field notes, interview transcripts and study 
records aids the contextualisation of materials. This is supported by 
the adoption of a case study approach to the research which helps 
ORFDWH WKH SDUWLFLSDQWV¶ H[SHULHQFHV LQ WKHLU social and professional 
context. Denzin (2002) suggests that interpretations should be 
historically and relationally situated. This includes providing an 
account of the social relationships between the participants.  The 
study aspired to achieve this through the situation of the research in 
relation to the wider literature.  This involved examining the influence 
of the historical context on interpretations made in the research.  
Social relationships between participants form part of the explanatory 
model of the study and therefore have great significance in grounding 
the findings.   The process of interpretation should be clear and 
demonstrate interrelationships between different elements (Denzin 
2002).  The outline of data analysis provided in this chapter aims to 
offer a clear and justifiable account of process, whilst the 
relationships drawn out in my interpretations are explored throughout 
the thesis.  
A central tenant of good interpretation is the inclusiveness of this 
process to ensure that nothing relevant is discarded in order to enable 
the advancement of understanding (Denzin 2002). The analytic 
account has highlighted that I attempted at all times to incorporate 
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broad categories, to promote the inclusion of all data.  Such a process 
is additionally evidenced by the inclusion of data extracWV WKDWGRQ¶W
µILW¶ZLWK WKHH[SODQDWRU\PRGHO LQERWK WKHDQDO\VLVRIGDWDDQG WKH
presentation of the thesis.  Interpretative processes have been 
considered from the perspective of my own history and relationship to 
both the participants and the data. This has included the maintenance 
and provision of a reflexive account of my potential influence on the 
interpretations made, emphasising the significance of my prior 
understanding in shaping the findings.  
Coherence is an important part of quality within interpretation.  
Cohesiveness is achieved in the presentation of a detailed, descriptive 
contextual account of the research (informed by the previous criteria). 
Therefore, all relevant data is incorporated and the research provides 
a meaningful report of interpretations and the processes undertaken to 
reach them.  This thesis has aspired to provide such an account.  One 
of the steps taken to achieve this is the construction of a discussion 
section that includes extracts from research data. Finally, Denzin 
(2002) returns to the hermeneutic circle, recognising the ongoing 
process of interpretation.      Interpretation is never finalised which is 
expressed through the idea that undertaking research reveals more to 
be explored and the researcher cannot expect to uncover all that can 
be known about a phenomenon.   Within my own study the 
interpretation process has continued through the phases of analysis, 
writing and editing the thesis, shaped by my own experiences and the 
revised understandings I have gained from interaction with the 
literature.  Whilst conclusions have been offered based on the insights 
gained, recommendations aim to indicate what other areas may be 
explored on the topic of the research.  Berry (2011) highlights that 
temporal restrictions inevitably bound case study research. However, 
opportunities exist for these to be continuously revisited, particularly 
in light of new theoretical insights. The recommendations arising 
from this research aim to reflect these ideas.  
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The use of criterion to assess the quality of qualitative research is 
much debated, yet the need to clearly articulate what makes good 
quality qualitative research is consistently advocated (Cutcliffe and 
McKenna 1999, 7UDF\ 'HQ]LQ¶VZRUNKDVEHHQXVHG
to outline how I have aimed to adopt a meaningful and rigorous 
interpretative process, to conduct a piece of qualitative research that is 
authentic and has relevance for nursing practice.   
3.2.6 Methodology Summary  
The methodology has provided an account of the research process 
XQGHUWDNHQ  ,W KDV VLWXDWHG WKH VWXG\ LQ UHODWLRQ WR +DEHUPDV¶
knowledge interests (1972) and identified case study as the research 
design adopted.  The chapter has outlined the process by which 
observations and interviews were undertaken in an in-patient acute 
setting and an assertive outreach team. These were conducted in order 
to build interpretations that examine whether and how mental health 
practitioners perceive and experience potential tensions, which may 
arise from delivering care and enforcing control for people who 
experience mental health problems. 
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4.1 Chapter 8: Data Summaries 
4.1.2 Introduction 
The findings chapter provides a descriptive summary of the data, 
including an overview of each case study. Presented are the key 
stages of data analysis and the main interpretations made at each of 
these stages.  This includes, interview and observation summaries, 
theme summaries and explanatory propositions.  An overview of the 
patterns collated as the data analysis progressed, aims to present a 
transparent analytical process.  These descriptive summaries offer 
context for the discussion section.  It is within the discussion that   the 
relationships within the data are fully explored and related to relevant 
literature.  
4.1.3. Case Summary; Lawrence Ward 
Lawrence ward is a 25 bedded acute in-patient ward.  It is located in a 
small mental health unit on the grounds of a large general hospital in 
a town in the Midlands.  The ward has a fRFXV RQ µWUHDWPHQW DQG
WKHUDS\¶ SHUVRQDO FRPPXQLFDWLRQ :LWKLQ WKH RUJDQLVDWLRQ, the 
majority of in-patient acute wards are identified as having this explicit 
purpose.  This recognises that people already known to the service are 
frequently admitted to the ward and highlights their role in treating 
mental health problems.  The ward serves the population of the 
Midlands town, but also more rural areas spread throughout the 
county. 
Within the unit in which Lawrence Ward is located there is a locked 
acute in patient ward for adults (smaller with 11 beds) and a 
psychiatric intensive care facility.  There are also, wards for older 
people with mental health problems, psychotherapy, community 
teams, ECT services and a 136 suite.  
There were 13 members of nursing staff based on the ward at the time 
of study, with ten healthcare support workers.   These were managed 
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by one ward manager and a band six charge nurse. During the time of 
the study there were two nurses who were not present due to sickness 
and maternity leave.  One nurse worked permanent nights. The ward 
manager was on long term sick leave. During all the days observed 
temporary bank staff were employed on the shift. Four consultant 
psychiatrists alongside three specialist registrars and a junior doctor 
maGHXSWKHZDUG¶V medical teams.  The acute recovery team visited 
daily and ran creative activities.  The acute recovery team was made 
up of an occupational therapist and support workers.  A ward clerk 
supported the team with organising documentation and taking phone 
calls.  
During the time I spent on the ward there were between 23 and 25 
people under the care of the ward each day.  Each time over half of 
these service users would be under a section of the Mental Health Act 
(section 2 or section 3 with one person being under section 37). New 
admissions to the ward arrived on each occasion of observation 
4.1.3.1 The ward environment 
Lawrence ward was on the second floor of the unit. The ward had an 
µ/¶VKDSHGlayout; at the top of the ward near the door was the ward 
office.  In here, there was a large white board with information 
including; service users¶ names and section status. Opposite this was 
a TV lounge.  Further down the ward there were side rooms with 
single occupancy.  These had windows where the shades could be 
adjusted from the outside for the purpose of observation.  There was a 
communal seating area here, where staff sat to conduct structured 
observations, especially health care assistants.  Service users would 
often join them in this area.  Towards the bottom of the ward were 
shared dormitories with bed space demarcated by curtains.  Next to 
these was a large meeting room where ward round meetings take 
place.  The clinic room was at this end of the ward, alongside the staff 
locker and break room.  The ward was unlocked; service users not on 
a section have freedom to leave. The door was located next to the 
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staff office enabling staff to view who leaves and enters the ward. The 
ward was a mixed ward for male and female service users.  
4.1.3.2 Contextual Issues 
The ward was due to move to a temporary location two months after 
the research took place.  This was to update the facilities and provide 
more single rooms. As part of this refurbishment a lock was going to 
be added to the ward door so people would be unable to leave (or 
enter) without being let out by staff.   
The nursing team regularly rotated between Lawrence ward and the 
smaller locked facility.  This was generally unpopular amongst the 
team.  From the PDQDJHUV¶ perspective, it aimed to improve working 
relationships between the two areas and help each team understand 
both the wards. However, it was an enforced move and concern was 
expressed by the staff that it was detrimental to team working.  
Nursing and healthcare assistants were rotated every three months.  
 
4.1.4. Case Summary; Assertive Outreach Team  
The assertive outreach community team worked with service users 
who experience psychosis. They aimed to develop therapeutic 
UHODWLRQVKLSVZLWKVHUYLFHXVHUVZKRKDYHEHHQLGHQWLILHGDVµGLIILcult 
WR HQJDJH¶ RUJDQLVDWLRQ ZHEVLWH 6HUYLFH XVHUV were often isolated 
from communities and may have other complex problems such as 
contact with the criminal justice system or drug and alcohol 
dependency. They are likely to have had multiple previous 
admissions to hospital and been cared for under the Mental Health 
Act. Alongside supporting people with their mental health problems 
the service offered practical help, input with benefits, access to 
training and help with housing (organisation leaflet)   
The assertive outreach team was located in a large community base in 
a city in the Midlands.  The building provided a base for a number of 
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other community mental health teams as well as offices for 
Consultant Psychiatrists. 
The assertive outreach service in the city was divided into two sub 
teams.  There were two team managers that oversee both of these 
teams, a social worker and a nurse.  The sub teams were divided 
DFFRUGLQJWRWKHJHRJUDSKLFDOORFDWLRQRIWKHVHUYLFHXVHUV*3¶VLQWKH
city.  This governs the allocation of referrals to each team once 
accepted into the service. 
4.1.4.1 Team A 
There were six nurses in the team, five of these were band six and one 
was band five.  There was one social worker in the team who 
undertook a care coordinator role. Four community support workers 
were also employed. One consultant psychiatrist was linked with the 
ward and one specialist registrar who rotated out of the team during 
the time of study. 
The team identified that they adopted a pure assertive outreach model. 
Service users had an allocated care coordinator but were visited 
UHJXODUO\ E\ VHYHUDO WHDP PHPEHUV 7KLV µWHDP DSSURDFK¶ LV
characteristic of the original US assertive community treatment model 
(Bond, Drake, Mueser and Latimer 2001).   Team A shared one office 
with communal meeting space at one end and desks at the other end 
of the room. A large white board in the room listed all the people that 
the team support, their location, section status, date of next visit, date 
RI ODVW YLVLW DQG µGRW¶ VWDWXV 7KH GRW system was used to identify 
service users in accordance with a level of concern, with a red dot 
being severe concern that would require action and, green denoting 
the need to be more vigilant. The team was supported by an 
administrator, part of their role involved taking calls that came into 
the team. 
The team supported 74 service users. Of these six people were on 
CTOs and six were in acute in patient care. Between eight and ten 
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were identified with a dot against their name during the period of 
observations. 
4.1.4.2 Contextual Issues 
There was a proposal to replace a band six post with a band four post, 
which was causing concern amongst the team, particularly the 
qualified members.  There was a feeling that this devalued the role of 
the qualified staff, as well as increasing their level of responsibility, 
as they would be accountable for supervising the conduct of the 
support worker.  
Changes to the meeting structures had fairly recently been introduced, 
as a result of an ongoing homicide inquiry in another assertive 
outreach team in the organisation.  This inquiry was continuing which 
appeared to cause some frustration in the team and a feeling that they 
were under a microscope. 
Recovery is an important agenda for the organisation that the teams 
worked for (see organisational context).  Whilst this was not 
necessarily shared by all members of the team, a meeting observed to 
GLVFXVV WKH WHDP¶V WDUJHWV IRU UHFRYHU\ UHYHDOHG LQ VRPHPHPEHUV D
feeling that this agenda had been forced upon them. 
4.1.4.3 Team B 
Team B was made up of seven nurses, six of whom were band six and 
one was band five.  The team had five community support workers 
and was managed by the same social worker and nurse as Team A.  
Two consultant psychiatrists were linked with the team.   
The team had adopted a case management model where individual 
nurses acted as care co-ordinators.  With the assistance of specific 
community support workers, it was their care co-ordinator that a 
service user would have the majority of their contact with. They 
continued the intensive input of assertive outreach but had departed 
from the traditional team approach (Bond et al 2001). Caseloads for 
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some of the nurses were around 14 clients, although it was suggested 
the caseload maximum should have been ten. Team B were based in a 
large office opposite Team A, with workbenches against the wall and 
computers and telephones located on these. There was a large white 
board at one end containing details for all the service users the team 
support, with information regarding care co-ordinator, date of next 
appointment, date last seen, section status and medication due date. 
Dots were placed against names on the board.  Similar to Team A 
they were also supported by an administrator.  
)LIWHHQRI WKH WHDP¶VFOLHQWVZHUH LQDFXWHwards during the time of 
the study. Of these eight were under a section and two had been 
recalled on a CTO$IXUWKHUWZRRIWKHFOLHQWVZHUHXQGHU&72¶VLQ
the community. Three were in prison and two were in homeless 
hostels. Ten had dots recorded against their name during the period of 
observation, though the majority of these were green. The team 
supported 75 service users.  
4.1.4.4 Contextual Issues 
Team B  raised the ongoing homicide inquiry. Impacting on both 
teams, during the study, was the announcement by the team manager 
that commissioning arrangements were under review.  The period of 
compulsory commissioning of assertive outreach services established 
following the National Service Framework for Mental Health (DH 
1999b) had now finished.  There was no longer an obligation to fund 
this type of service.  Assertive outreach input could therefore be 
incorporated into community mental health teams. No decisions as to 
the future structure of the service had been made but the options were 
being reviewed.   
Another member of Team A was due to leave the team soon and it 
was unclear whether they would be replaced due to cost saving 
imperatives in the organisation.  Staff in both teams expressed 
concerns regarding the impact on the service users and well-being of 
the team members.   
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4.1.5 Organisational Context  
Both teams were part of a large NHS Trust.  At the time of the study 
the trust provided Mental Health and Learning Disability Services 
County wide. As an organisation, it is a pilot site for a national project 
to implement recovery.  This reflects a focus on promoting recovery 
as a philosophy for a number of years, which has included the 
appointment of a recovery lead at Trust level and the identification of 
recovery champions in service sectors.  The national project aims to 
support mental health service providers to underpin their practice at 
all levels with a recovery approach.  Challenges that the Trust is 
working towards meeting as part of this work include; developing 
personalisation and increasing choice, establishing a recovery college 
and altering risk assessment and management approaches 
(Organisation website).  Recovery strategies have been established to 
outline plans for how these challenges will be addressed. 
The NHS is under constant pressure to curb rising financial costs.  At 
the time of the study the health service was facing the possibility of a 
three year freeze on real term funding (Powell and Thompson 2010). 
Costs saving initiatives were under way in the organisation where the 
study took place. There was the possibility of service cuts and 
restructuring. This included the freezing of posts and reduction in 
management positions. 
For the case studies included in this research, recovery was a visible 
part of the organisational agenda with an increasing requirement for 
them to identify and demonstrate the approaches that were taken to 
support service users towards recovery.  Yet as is often a feature of 
employment in the NHS, financial cutbacks, staff pay freezes and 
organisational restructuring provide the background to this work.    
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4.1.6 Data Summary 
The data summary section provides a brief overview of the 
observations conducted in both case study settings and each 
interview.  Key words denote the consistent and important issues 
arising from reviewing each piece of data. Sample quotes have been 
used to enrich description.  
4.1.6.1 Lawrence Ward 
Summary of Observations  
Non-compliance was discussed by staff frequently with the need to 
improve medication adherence emphasised. Risk was discussed in 
relation to service users¶ vulnerability and the risk of the person to 
others.    A number of admissions of new patients took place during 
the period of observations. Notes regarding the situation when people 
were admitted highlight not taking medication and concerns over 
specific hazards such as level of aggression were identified in the 
handovers between staff. Levels of distress were also noted by some.  
Organisational changes were discussed between staff including 
introduction of payment by results.  The introduction of a locked 
ward was debated.  
Extract from Field Notes, Day Two, Early Shift 
Daisy ± was put on observations following hitting two other 
service users the night before.  She attempted to leave the 
ward unescorted that morning.  The nurse stopped her and 
explained that the observations were introduced to protect 
others as they have a duty to protect others.  Daisy was 
encouraged to take responsibility for her actions, with the 
QXUVH VXJJHVWLQJ LI VKH GLG WKH REVHUYDWLRQV ZRXOGQ¶W EH
necessary.  When Daisy emerged from her room that morning 
(prior to this exchange) she was greeted by the HCA with 
³<RXZRQ¶WEHFDXVLQJDQ\WURXEOHWRGD\,¶PQRWKDYLQJLW´.  
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Interview Summaries 
Natalie, Nurse Band 5 
Qualified 7 years, HCA 12 years prior to this 
Natalie highlighted that it is concerns identified by staff regarding 
patients that will prompt discussion; leading to action and a decision. 
Different structures for decision making on the ward were discussed. 
These included ward rounds but decisions were also made informally 
when people come together.  Team decision making deals with 
escalation of concerns as the situation develops. This takes place 
through handovers, office discussions and ward rounds.  Within 
formal structures the consultant holds the power for decision making.  
The role of acute wards was described as to manage risk. Natalie 
explained that confidence and experience as a professional influenced 
practice around risk.  Management of risk was linked with 
FRQVXOWDQWV¶ role and a fear of blame.  She suggested that patients 
should have involvement in decision making but that they GRQ¶WWHQG
to be. 
³She is here in tears, had some time with her «went into a 
room with her tried to persuade her to take some medication , 
thought  it might help calm heUGRZQEXWVKHZRXOGQ¶WKDYH
it. She wanted to go for a walk, we said well if things were 
2.IRUWKHQH[WKDOIDQKRXUWKHQZHµOOORRNDWJRLQJRXWIRUD
ZDON ZH¶OO UHVSHFW \RXU ZLVKHV. So it¶s kind of a joint care 
between the patients and staff and everybody involved in the 
SHUVRQVFDUHLWGRHVQ¶WDOZD\VZRUNOLNHWKDW.´  
Emma, Nurse Band 6 Charge Nurse 
Qualified 8.5 years 
The process of decision making was described as hierarchical, she 
perceived disagreement as being between doctors and nurses though 
did briefly discuss a lack of consensus between nurses.  Emma 
highlighted a paucity of patient involvement in decision making. Risk 
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was identified as a key factor in whether someone is discharged from 
the acute ward. Decisions are deferred to doctors when risk is greater. 
Emma related decision making to back covering and fear of blame, 
particularly from the organisation. She had experience of being 
involved with an LQTXLU\DQGFRURQHU¶VFRXUW([DPSOHVRIGLOHPPDV
relating to observations, including the role of gut instinct influencing 
perceptions of possible risk. 
³I still think LW¶V very much the consultant; I think they keep 
saying they want to work away from that, from institutional 
ward rounds where the consultant kind of leads it. But I still 
think it¶s very much consultant lead care in general so that 
guides your major decisions´ 
Zoe, Nurse Band 5 
Qualified 10 months 
The process of decision making on the ward means that riskier, bigger 
decisions involve medical staff. These included reducing level of 
observations and discharge.   Zoe suggested an escalation to the 
decision making process which was related to fear of the 
consequences. This was linked with the NMC and media coverage.  
She highlights difficulty in getting the balance between individuals¶ 
independence and service interventions. Sharing decision making 
with other professionals and team working was highlighted as 
important particularly with her level of experience. 
³I think it depends on what the decision was as to how 
important it was, if it was for a minor decision then you might 
discuss it among the people on the shift or just make that 
decision on your own then disseminate it. II LW¶V D ELJJHU
decision with more impact you definitely would discuss it 
with your colleagues and also the MDT as well, certainly get 
the input of the SHO and consultants even just in a general 
chat in the office´  
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Kimberley, Nurse Band 5 
Qualified 21 months  
Kimberley discussed sharing decision making with the team and 
talking with others; though recognised her confidence in making 
decisions has increased with experience.  An attempt to involve 
people in decision making was recently introduced through recovery 
sheets used in ward round but she highlighted that in reality people 
DUHQ¶W LQYROYHGKimberley brought up that there are some issues of 
power in decision making and expressed difficulty when doctors 
GRQ¶WDJUHH Kimberley was due to attend corRQHU¶VFRXUW soon. She 
KLJKOLJKWHG VKH GLGQ¶W feel responsible for the death and she feels 
everything that should have been done was.  Kimberley discussed 
FRQFHUQV DERXW VHUYLFH XVHUV µGRLQJ VRPHWKLQJ¶ WR WKHPVHOYHV DQG
linked this with fear of losing her registration.  Examples of 
WKHUDSHXWLFULVNWDNLQJDQGFRQVHTXHQFHVZKHQGLGQ¶WJRDFFRUGLQJWR
plan were discussed.  
³One example could be when I was in ward round, I was the 
only qualified present, obviously there was myself the patient, 
the consultant and crisis. I felt the patient was ready to be 
discharged  but the consultant disagreed so I was in the ward 
round and it¶s hard sometimes you get so frustrated because 
the patient wanted to go, he had his heart set on going and I 
thought he was ready to be discharged and the crisis  team 
were happy to visit him and to try and  support him in the 
community buW WKHFRQVXOWDQWZDVOLNHQR«+HVWDLGDQRWKHU
ZHHNEXWZDVQ¶WUHDOO\JLYHQDUDWLRQDOHDVWRZK\«VRWKDW¶V
annoying. Sometimes I do think you know you are on the 
ward 24 hours a day and you see what this patient is like, 
consultants will come once a week for an hour and it¶s 
frustrating´ 
NB Kimberley had spent 3 months working on Lawrence ward but at 
the time the interview took place had just rotated to the locked ward. 
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Edward, Consultant Psychiatrist 
He suggested that decisions are largely consensual and team based 
WKRXJKODWHUKLJKOLJKWHGWKDWWKHUROHRIFRQVXOWDQWFDQEHWRµHQDEOH¶
decisions to be made when there is a lack of clarity or struggle for 
resolution.  Edward highlighted that doctors are often involved where 
there are concerns or a need to consider medication.  However, he 
feels this mirrors a µUHDO¶ UROH DURXQG WDNLQJ managing risk, 
medication can be used as code for bringing these concerns to the 
doctor.  Edward identifies the role of society in perpetuating doctors¶ 
responsibilities for maintaining social order, which was linked with 
status and expense of psychiatrists.   He also suggests that the 
organisation seems to want to share decision making but focus on the 
GRFWRUZKHQ³WKLQJVJRZURQJ´&XUUHQWO\UHTXHVWHGWRDSSHDUDWtwo 
coroners cases but not that involved with the service users that the 
cases were about.   
³Some months later he went missing and was eventually 
found dead, so I am not quite sure why I have been asked to 
attend the coroners hearing.  The other was somebody that I 
had seen for the last time about nine months before he killed 
himself and again why am I you know? ,¶OO GR LW its fine, 
perfectly comfortable with what happened. But why am I 
being asked to go along at all" 7KHUH¶V VRPHWKLQJ DERXW
being the psychiatrists who was identified with that particular 
person; immediately says to the coroner I must see that 
doctor.´ 
Charlotte, Nurse Band 5 
Qualified 6 years 3 months 
Where risk and dilemmas are concerned team working and sharing 
decision making in the team is important.  Patients are involved 
WKURXJK¶VDQGSUHVHQWLQJYLHZVLQZDUGURXQGWhough ultimately 
the decision was viewed as the consultants. Charlotte expressed that it 
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is difficult to make decisions about observations, particularly 
reducing observations.  Described herself as cautious person and this 
has influence on decision making.  Has attended coroners court 
following a SDWLHQW¶VVXLFLGHH[SHULHQFHZas unpleasant and she was 
very aware of how this influences decisions currently, though 
considered the process as a fact finding mission.  
³Usually the patient is discussed in their absence and then 
they are brought into ward round and then their points of 
view are put across - their own point of view rather than 
ours. Sometimes a decision is made before the patient is 
actually seen but then when the patient is actually seen 
decisions made might change, it depends on what the patient 
wants or how the patients presenting´ 
Key words 
Following are the keywords consistently identified within the data 
from the in ±patient setting.  
 
x Risk 
x Power 
x Structure of decision making 
x Blame 
x Roles and responsibilities 
x Relationships  
x Dilemmas discussed related to these areas; observations, 
admissions, nurses holding powers, non-compliance, restraint, 
gaps between ideal and possible, medication, safeguarding 
 
4.1.6.2 Assertive Outreach 
Observations Summary 
Team A  
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Team discussion included how changes to team meeting structures are 
linked with a death in another assertive outreach team.   Members of 
the team debated dilemmas linked ZLWK &72¶V PHGLFDWLRQ, service 
XVHUV¶SUHIHUHQFHVDQGKRZWKHVHUHIOHFWWKHµUHDOZRUOG¶ 
In observations of meetings, including with the psychologist, there 
was discussion of shared notes and recovery priorities.  The agenda 
for this focus was questioned by the team present. Coming off 
medication discussed between some qualified nurses in the meeting 
though the potential for success was queried.  Team discussion 
highlighted that they need to be seen to be using recovery frameworks 
but this is challenging with an assertive outreach client group.  Some 
team concerns were raised such as freezing posts and commissioning 
of service.   
Team B 
Examples observed of messages relayed by administrators regarding 
service XVHUV¶ mental health. Responses from the team were deferred 
to the SHUVRQ¶V key worker when next on shift.  Dilemmas debated in 
office informal discussion included, gambling and admission. 
Capacity was GLVFXVVHGGXULQJ0'0¶VRIWHQthough not exclusively 
raised by manager or consultant).  Team discussions of changes in 
structures (e.g. shift patterns) were linked with risk. Conversations 
took place regarding a coming off medication group and different 
perceptions of this in the team. People identified that those supporting 
the group need to understand that AO clients have to be stable.. 
Extract from Field Notes, Day 2 Team B 
Discussion in MDM  - Feedback  from doctor regarding male 
service users ±  presented that he is looking for admission, 
EXW FDQ¶W JHW SHRSOH LQ H[FHSW RQ VHFWLRQ VR FRXOGQ¶W DGPLW
KLP  7KH SHUVRQ KDG VXJJHVWHG ³ZHOO LI , VWRS WDNLQJ P\
GHSRW \RX ZRXOG KDYH WR UHFDOO PH´ 1XUVH KLJKOLJKW KH LV
hearing voices and in own world and is socially isolated so 
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admission would be to have people around him. Nurses put 
forward suggestion for shared accommodation but not 
supported by his key ZRUNHU  ,W ZDV FRQFOXGHG FRXOGQ¶W
afford to admit for current reasons. 
Interview Summaries  
Team A 
Eric, Nurse Band 6 
Qualified; unavailable  
Eric discussed the process of decision-making and the different 
forums for this, including supervision and MDT meetings.  He 
identified that sometimes no decision is a decision.  Eric mentioned 
tensions between the team held and care coordinator approach in the 
assertive outreach team, particularly when it comes to prioritising 
with paperwork & legal responsibility. Risk is perceived as a big 
influence on decision-making and as the reason for admission; he 
suggested the bar for this is increasing due to changes in services.  He 
discussed differences in individual team members¶ perceptions of 
risk. The doctor is involved in decisions to help maintain people in 
the community. They are particularly involved when the person is 
having a relapse or risk is present, though their lack of presence in 
MDT forums can delay decision making.  Example of negotiation 
EHWZHHQ FOLHQW ZLVKHV DQG ZKDW SHUFHLYHG µEHVW¶ LQ VLWXDWLRQ  
Responsibility and role of doctors is linked with wages. 
³There is a dilemma that actually is only partly related to 
client work in the sense that there is quite a tension between 
being part of the team and being an individual care 
coordinator its nicer to work in a team which has a clearer  
team focus because it gives you better confidence that other 
members of the team know your clients and will discuss them 
with you , it gives you better confidence when you go on 
holiday. However as care coordinator if you have a busy day 
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JRLQJ DURXQG YLVLWLQJ HYHU\ERG\ HOVH¶V FOLHQWV DQG LJQRULQJ
your paperwork then you can get into a lot of trouble or if 
WKHUH¶VDVHULRXVLQFLGHQWRUVRPHWKLQJOLNHWKDW\RXNQRZLW¶V
the care coordinator whRKDVWKHOHJDOUHVSRQVLELOLW\´ 
Felix, Nurse Band 6 
Qualified 27 years, 10 years in Assertive Outreach 
Decision-making was described as structured through care 
coordinator and shared in MDT though doctors not always present in 
MDT.   Risk is a framework for prioritising in decision making and 
planning care.   Felix referred to the NHS and organisations influence 
on priorities a number of times.   He had experience of attending 
FRURQHU¶VFRXUt when working in in-patient services which he said had 
some impact on his practice now.  He identified some tensions 
between acute and community care and a growing requirement for the 
use of mental health act to get people admitted.  He dRHVQ¶W IHHO
dilemmas are common as risk wins out, patient involvement and 
person centred approach can only go so far due to this. 
 ³I think peRSOH¶V VNLOOV DUH YHU\ LPSRUWDQW no matter how 
many issues, relationships are the key, developing that kind 
of relationship with the service user really.  If you have got 
that sort of good rapport with them, half the work is done.  
Without that I do not believe any work could be done with the 
client. They run away from you or whatever, once you have 
got that established you have a fighting chance to help the 
SHUVRQWRFKDQJHWKHSHUVRQ¶VOLIHRUTXDOLW\RIOLIH´  
Ife, Nurse Band 5 
Qualified 2 years  
Sharing decision making in the team is important, particularly as she 
identified due to having less experience.  There is potential for 
disagreement within discussions but will go along with things that she 
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doesn¶W DJUHH ZLWK DV this could be the right thing to do.  Decision 
making was seen to rest predominantly with the Community Care 
Coordinator (CCO).  However, she highlighted she wouldQ¶W JR
DJDLQVW ZKDW WKH FRQVXOWDQW DGYRFDWHV SDUWLFXODUO\ LI WKH\ ZRXOGQ¶W
sign up to the care plan.  This was linked with fears of being blamed, 
the consultant is the first line of defence and there is a feeling that you 
GRQ¶W ZDQW WR EH LVRODWHG LI WKLQgs go wrong.  Blame mentioned a 
number of times in relation to the pressure to prioritise public 
protection.  Documentation was therefore described as important.  
Risk also mentioned in this context and as significant influence on 
decision making.  Some reference to role of service and how this is 
perceived by others. 
³, GLGQ¶W WKLQN WKDW , FRXOG JLYH FRQVWD WKHVH DUH WKH
VLWXDWLRQV\RXIDFHGD\LQGD\RXWLVQ¶WLW? So I just said well 
,¶OOJREDFNWRPRUURZ. I have spoke to her and said I come in 
tomorrow to give you your injection and she said yeah she 
will try not to drink before I get there at nine thirty in the 
morning. But it is a big dilemma that most anti-psychotics 
have got sedative effects and most of my clients they drink. By 
the time you get therH WR JLYH WKHP WKHLU LQMHFWLRQ WKH\¶UH
HLWKHU VR GUXQN WKDW \RX¶UH JLYLQJ VRPHWKLQJ WKDW VHGDWHV
them, is it right ethically? Where do we stand morally? I just 
find it a big dilemma personally´  
Team B  
Andrew, Nurse Band 6 
Qualified: Unavailable  
Andrew identified decision making is shared in MDT, difficult 
decisions are directed towards MDT forums.  Assertive Outreach and 
engagement were recognised as supporting the development of 
therapeutic risk taking.  He hDVH[SHULHQFHRIFRURQHU¶VFRXUWGXHWR
an individual who died of accidental overdose; the influence of this 
140 
 
now is to make him more careful about documentation and being 
thorough.  Andrew gave some examples of working with service 
users in decisions and/or negotiation.  Risk described as an influence 
on decision making, example given was linked with medication. 
³, WKLQN WKDW¶V D ELJ SDUW RI LW UHDOO\, because I know with 
other teams the view LV WKDW LI VRPHRQH¶V XQZHOO , PHDQ
obviously you can then get the crisis team involved but there 
is kind of a lack of consistency with that. Whereas you know, 
we know them reasonably well and they know a lot of faces 
from the team reasonably well. It means that we can instead 
of a stranger going in and assess them we can, I guess LW¶V 
about knowing your clients LVQ¶WLW?´ 
Louise, Nurse Band 6  
Qualified 9 years, 4 years in AO 
Louise identified decisions are made together with the service user, 
focus is on negotiation with the client and the MDT.  Decisions were 
described as involving the MDT more where there is risk.  Louise 
highlighted her own values and the influence of these on the approach 
taken with clients.  Also the impact of team dynamics and pressure if 
there is disagreement.  Professional codes are part of decision making.  
Influence of others outside the team was identified in relation to 
decisions, particularly related to admission to hospital.  This included 
housing, police, neighbours, carers and society.  Risk was seen as a 
barrier to decision making, consequently the focus becomes on 
maintaining quality paperwork rather than quality care. She 
rHFRJQLVHGLW¶VGLIILFXOWLQWHUPVRIULVNIRUSHRSOHWRHVFDSHWKHLUSDVW
Examples of supporting people to come off medication were given.  
Raised issue of FRURQHUVFRXUWDQGUHVSRQVLELOLW\KDVQ¶WKDGSHUVRQal 
experience of this though had experience of client involved in a 
µVHULRXVLQFLGHQW¶ZKLFKZDVLQWKHPHGLD 
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³,WKLQN,¶PSUREDEO\PRUH, I mean you have got to weigh up 
WKHULVNVGRQ¶W\RX. ,PHDQGRQ¶WJHWPHZURQJ, ,¶PSHUKDSV
more willing to let people find their own way, may be make 
their own mistakes and kind of learn. I think we all are to 
some extent but there are little differences in the way people 
work with people and kind of how far people might go really. 
I think I am probably less likely to take kind of big controlling 
methods than maybe some people. Even though I said about 
the CTO with this person I am very reluctant really to have 
anyone on a CTO for example´ 
Marcus, Nurse Band 6  
Qualified 26 years, in AO 5 years 
Power was highlighted as central to decision making.  The consultant 
was seen to hold the power for decisions but ultimately the service 
users¶ had some control, for example whether they chose to take their 
medication or not.  Capacity was recognised as a concept that is being 
used to help decide in some scenarios.  It was identified that the 
service agenda seems to define the approach to working with service 
users rather than the people themselves, particularly through the 
paperwork requirements. Public perceptions of the service were also 
mentioned as significant.  Choice and control were highlighted 
particularly in relation to appointeeship. Marcus mentioned 
differences in perceptions of risk, informed by how well a nurse 
knows the client.  
³I guess WKHUH¶V the management structure, the way the 
service is perceived by the public, as well. What we talk 
about care plans and what service users want  but in reality 
that often gets squeezed and it¶s very much we are dealing 
with a service agenda and  you know our agenda is to have a 
review every year, our agenda is to see you once a fortnight, 
our agenda is to give you medication our agenda is to like to 
make sure that you are registered with a GP, that you have a 
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health check, its all these tick boxes, tick tick tick have you  
done this have you done that - is that their agenda?´ 
Sebastian, Consultant Psychiatrist 
Qualified Consultant for 14 years, AO 15 years 
He described that doctors have authority which is reinforced by 
legislative powers.  He talked about attempts to dissociate from that 
authority through, remaining quiet and leaving space for client and 
team to make decisions.  Relationship with service users was 
described as significant for decision-making, though sectioning 
creates tensions in that relationship.  Risk management and resource 
pressures place more emphasis on doctor as authority figure.  He gave 
some examples of scenarios where respecting individuals choice 
would be negatively perceived by others.  Documentation was 
discussed by Sebastian as influencing decision making agenda and 
side-lining FOLHQW¶VYLHZV.  Sebastian suggested that the organisation 
is protecting themselves (through documentation). Responsibility he 
highlighted is a key issue related to when things go wrong. Society 
perceived as important influence ± control individuals through 
legislation and documentation.  
³7KDW¶V RIWHQ KRZ WKH ULVN VWXII LV FRXFKHG DQG LI ZH DUH
going for strengths based model, then we should be 
discounting the negative LQIRUPDWLRQ DERXW VRPHRQH ,¶P
DZDUHWKH*0&ZRXOGQ¶WEHKDSS\ with this way of working. 
But an interesting clinical scenario arises when I have a 
client who says OK I will talk to you but you are not allowed 
to read my old notes because they have written  so many bad 
things about me, how are you supposed to respond to that? 
And again if something bad happened and it came to court, I 
VXVSHFW,ZRXOGJHWLQWRWURXEOHLI,KDGQ¶WGRQHVR, but I think 
clients do have the right to ask me not to look at their old 
notes´.  
143 
 
Prima, Nurse Band 5  
Qualified 3 years 
Decisions were identified by Prima as taking place where there is 
deterioration and intervention is needed.  Prima discussed scenarios 
where she felt she had been excluded from decision making, due to 
being a band 5. She focussed on the role of families in decision 
making either prompting a decision or as a barrier (e.g. family GRHVQ¶W
want the person admitted when that is what the client wants).  Risk is 
described as an indicator for discharge to a different team.  Also 
talked about situations where the decision is riJKW IURP WKH FOLHQW¶V
point of view but wrong from the Care coordinators RUWHDP¶VSRLQWRI
view. Prima provided examples of different situations with clients to 
illustrate issues.   
³$t the moment I have got a client who, , PHDQ KH FDQ¶W
manage his financHVDQG LW¶VTuite difficult for the mum and 
the mum is the nearest relative. SKH¶V EHHQ VWUXJJOLQJ ZLWK
him for quite some time.   We spoke about him last time and 
we actually the team actually made a decision for him to have 
DSSRLQWHHVKLS :HFDQ¶WMXVWdo, we have to I went to speak 
to him and you know and he agreeG EHFDXVH KH¶V QRW
PDQDJLQJKLV´ 
Lilly, Consultant Psychiatrist 
Qualified; Consultant (and in team) 6 years 
Varied views in team were described as common which leads to 
frequent lack of consensus in decision making. A lack of hierarchy is 
positive and helps contribute to this open sharing of views.  However, 
µH[WHUQDO¶ FKDLU XVHIXO LQ HQDEOLQJ WHDP WR FRQVider different 
perspectives.  Sometimes decision making is inhibited by pressures of 
the need to ³GR WKH ULJKW WKLQJ´. Risk has a significant influence on 
decision making particularly in context of previous homicide 
inquiries associated with this or nearby teams.  Lilly identified the 
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impact is that a professional can feel blame from the organisation and 
coroner which can make different ways of working difficult. Shared 
decision making, supportive relationships in the team and 
knowledge/relationship with the person have supported her to take 
therapeutic risks.  Organisational agendas and some paperwork 
systems are perceived to be driven by being seen to do the right thing.   
³,DPUHDVRQDEO\FRPIRUWDEOHWDNLQJULVNVLILWIHHOVULJKWIRU
that person.  Because actually, the sense that someone is so 
stuck and so unhappy where they are that actually, as long as  
it¶s not a very clear high risk with a high likelihood of 
terrible outcome which very rarely is the case, I often think 
LW¶VDUHDVRQDEOHWKLQJWRGR if its shared with that person...  
But if someone is making a decision that sounds perhaps  a 
little bit risky but you think it might help them in order to  
move on  - VRWKDW¶VKRZZHDOOPRYHRQLQOLIH´ 
Tanisha, Community Support Worker (interview not recorded) 
Worked in healthcare 14 years, Assertive Outreach for 9 years  
Tanisha discussed issues with service users, finding out what they 
want and then brings this back to the MDT for decisions to be made.  
Relationship with service user identified as important for decision 
making. Sometimes there is a lack of agreement about what should be 
done.  She suggests clients from Afro-&DULEEHDQEDFNJURXQGVGRQ¶W
like medication and can be suspicious of it.  Back home in Jamaica 
they would be accepted for talking to themselves but here it is 
something that the person is seen as needing medication for.  
Understanding a SHUVRQ¶V culture and background is important and 
Tanisha is able to do this for service users from Afro-Caribbean 
EDFNJURXQG6RPHWLPHVLWFDQEHGLIILFXOWLIIDPLOLHVGRQ¶t want the 
team WRYLVLWRUGRQ¶t understand the persons illness. 
Went to see client yesterday, discussed when council tax 
housing benefit will be suspended.  I mostly work with Afro-
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Caribbean clients.  She speaks patwa - the housing people 
FDQ¶WXQGHUVWDQGwhat she is saying on the phone.  I went to 
offer some support and help with communication.  I need to 
support her with clearer communication.  
Jack, Social Worker Manager (Manages Team A and B) 
Qualified; 6 years as manager 7 years qualified  
Jack described decision making as related to external frameworks 
such as best practice, legislation and organisational targets, 
sometimes tick boxes can eclipse what the team should be doing.  
Power exhibited in different ways but often law is the ultimate 
decider. Mental Health Act assessment seen by community staff as 
panacea but this is not necessarily the case.  External advisors can 
facilitate decision making particularly where there is a dilemma.  
Relationships and length of time a professional has been working 
with someone in that setting can mean they advocate for that 
individual service user in MDT forums. However, Jack states it is not 
always possible to be sure whose perspective they might be speaking 
from sometimes. Risk is the reason for team to bring decisions to 
managers. Risk can be barrier to decision making, also in the context 
of a homicide inquiry, which has led to a focus turned in on team 
practice from number of external positions (including inquiry and 
newspapers). This can contribute to fear in team and risk aversion.    
CRURQHU¶V court mentioned in relation to inquiry in other team. 
Interview straddles both Team A and Team B and adopts a more 
overarching perspective of the process ± particularly in consideration 
of team decision making.  
³In the sense that well, OHW¶V call a mental health act 
assessment and that will prove that we are either right or we 
DUHZURQJ 7KDW¶VQRW WKH FDVHEHFDXVHDQDVVHVVPHQWDQG
the outcome can be particular to that set of circumstances at 
that particular time.  There will be occasions in the review 
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when somebody is reluctant for whatever reason to call for a 
PHQWDOKHDOWKDFWDVVHVVPHQW7KDW¶VVRPHWLPHVFDQEHDERXW
their own view about whether or not the law should be used I 
suppose or whether or not that for somebody to be in hospital 
or beneficial for them to be in hospitaOVRWKDW¶VSDUWLFXODUO\
where they are kind of coming from. They are probably 
thinking that that person could be assessed they could well be 
detained and actually what value will that be so they are kind 
of thinking beyond the assessment´. 
Keywords 
Following are the keywords consistently identified in the assertive 
outreach setting.  
x Structure of decision making 
x Risk 
x Relationships 
x Context (social) 
x Responsibility 
x Blame 
x Power 
x Dilemmas identified related to these areas; medication, 
admission, CTO, when to intervene, medication. Specific 
access to service users house, secure setting step down, 
engagement, appointeeship, education/goals, personal 
hygiene and lifestyle choices, family, homelessness, drug 
taking, discharge, depot injection, and relapse 
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4.1.7 Theme Summaries 
Reviewing and summarising each transcript led to the identification 
of key themes in the data from Lawrence ward (outlined in the 
methodology section). Keywords identified from the interview 
summaries contributed to minor themes that have been collapsed into 
the thematic categories below. A brief summary of these themes is 
outlined.  
4.1.7.1 Lawrence Ward 
Decision Making Process 
Decisions were identified as taking place in team forums such as ward 
round, handover, and informal office discussions. Decisions tend to 
be made physically and structurally away from the service user and 
those who are described as close to the service user, families and 
health care assistants (due to the time spent with patients).  Decisions 
were made by the multidisciplinary team and led by the Consultant. 
Possible options were discussed between staff in the office and 
DWWHPSWVDUHPDGHWRVHHNVHUYLFHXVHUV¶ views. However, barriers are 
described as to why this is difficult, in particular resources. The 
consultant was recognised as holding ultimate decision making 
power. 
7KHUH¶VDQHVFDODWLRQSURFHVVIRUGHFLVLRQVVWUXFWXUHGE\ the level of 
risk a person is perceived to present.  Decision making individually or 
shared with each other is acceptable or desirable for the nursing staff 
where the level of risk is not perceived as significant. Where risks are 
larger, decisions are deferred to medical staff.  This position is 
reinforced by structural arrangements; for example a consultant 
decides on discharge, section leave has to be agreed by medical staff.  
Amongst nursing staff there was some frustration at the power of the 
consultant but also acknowledgment of the benefits of someone else 
taking ultimate responsibility, especially if things go wrong.  
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Risk 
Risk was discussed by all participants and identified as an influence 
on decision making. Risk was defined as being the behaviour of 
service users, either in terms of aggression and violence or self-harm, 
VXLFLGHDQGYXOQHUDELOLW\3DUWLFLSDQWV¶UHODWLRQVKLSZLWKVHUYLFHXVHrs 
impacted on how risk was perceived, knowing the person well was 
identified as enabling some practitioners to support positive risk 
taking.   Their own experience and values was also identified to 
impact on assessment and management of risk.  
Risk was outlined as the factor which governed whether someone 
would be admitted or discharged from the ward and a significant 
influence on decision making.  Level of observation was associated 
with risk, the higher the risk the more frequent the observations. 
Some suggested that it was easier to increase rather than reduce the 
level of observations which is reflected in ward policy for this 
intervention. Medication was a key response to risk through level or 
requirement for psychiatric drugs.    
Blame  
Blame is discussed by all the participants in Lawrence ward. Cautious 
decision-making in relation to risks was associated with avoidance of 
being blamed (for example people staying on section until a tribunal 
removes them).  Awareness of  coroners court  was present in the 
context of decision making, with participants identifying a fear of 
being exposed to this and blamed for a serious event (such as death) 
happening.  Four out of the six participants interviewed had been 
LQYROYHG LQ DWWHQGLQJ FRURQHU¶V FRXUW RU LQYROYHG in internal 
investigations following incidents. Participants identified that their 
employing organisation may point the finger of blame towards them 
but that professional bodies and families may also hold them to 
account.  The consultant interviewed suggested that responsibility is 
falsely shared with the organisation until things go wrong when the 
doctor is then prHVHQWHG DV WR EODPH 7KH QXUVHV¶ abdicated 
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responsibility for decision making to doctors as they identified this 
afforded some protection from blame.  
Relationships  
1XUVHV ZHUH DEOH WR GLVFXVV VHUYLFH XVHUV¶ YLHZV LQ RQH WR RQH
sessions.  This was viewed as an opportunity to represent these views 
in decision making forums such as ward round which was supported 
by the recent introduction of the patients ward round sheet.  Two 
nurses identified that their relationship and knowledge of an 
individual service user enabled them to feel more confident in their 
decision, particularly where this may involve for example time off the 
ward.  It was highlighted that on the shifts observed that there was a 
limited time spent between the nurses and service users. 
Dilemmas  
Dilemmas were acknowledged as frequently occurring in mental 
health practice.  There were a number of areas where a lack of 
consensus or difficulty associated with making a decision were 
narrated or observed. These included differences in perceptions about 
the risk a person poses in using the Mental Health Act, reducing 
levels of observations, disclosure of information in a safeguarding 
situation, prescription of medication for rapid tranquillisation and the 
use of restraint for taking bloods.  The level of risk that a person was 
perceived to present was a feature of some of these dilemmas.  The 
SHUVRQ¶VDXWRQRP\UHFRYHU\RUFKRLFHZDVQRWPHQWioned. 
4.1.7.2 Assertive Outreach Team 
Decision Making Process 
Decisions were identified as being made with the service user during 
a visit, in MDT meetings and CPA reviews.  There was an escalation 
of decision making with the most straightforward (such as when to 
visit) being made with the service user and the more complicated 
deferred to the multi-disciplinary forums. Decision making 
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responsibility is geared towards the care coordinator though there is a 
complex interaction with the doctors in relation to this.  From the 
doctors point of view there is a desire to share decision making but a 
suggestion that external influences on their role make this difficult.  
From the care coordinators there is a desire to ensure agreement with 
the consultants as a protective mechanism (see blame theme), though 
there are one or two exceptions to this. A number of participants 
raised the issue of how the service was perceived in the eyes of others 
such as neighbours, family and society.  These perceptions were 
related to a desire for services to provide a solution to a range of 
problems and therefore take responsibility for the individual. 
Risk 
Risk is identified as a key influence on decision making and is linked 
to the occurrence of negative incidents, such as homicide or suicide.  
A number of participants acknowledged that this means risk can 
dominate mental health practice.  It was identified as a means of 
prioritising work with service users and the teams employ a 
communication system to draw attention to changes in the level of 
VHUYLFH XVHUV¶ ULVN  +LJK ULVN OHYHOV DVVRFLDWHG ZLWK VHUYLFH XVHUV
ZRXOG SURPSW WKH LQYROYHPHQW RI WKH WHDPV¶ PDQDJHUV LQ GHFLVLRQ
making.  The role of acute wards was described as one of risk 
management with the level of risk ever increasing before an 
admission will take place. Participants described how their 
perceptions of risk may be influenced by how well they know a 
person.   On the whole risk was linked with increased interventions in 
terms of medication and visits, though two interviews gave an 
alternative perspective to this and a further two adopted a critical 
perspective of the role of risk in health care. 
Blame 
7KHUHZDV IDLUO\ IUHTXHQW UHIHUHQFH WRGHVLUHV WRGRµWKH ULJKW WKLQJ¶
DQGDYRLGGRLQJµWKHZURQJWKLQJ¶7KHULJKWWKLQJZDs often linked 
with duty of care and documentation whilst mental health legislation 
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was seen as providing a guide on this.  The wrong thing was 
associated with significant incidents and inquiries.  Thorough 
documentation provides a means to defend against investigation if 
incidents occur as well as a marker of the quality of care.  Both of 
these assumptions are linked to issues of blame and responsibility 
particularly when things do go wrong and a fear the responsibility for 
this will rest with an individual staff member. Participants expressed 
fears of repercussions from their employing organisation, professional 
bodies and the media. The NHS Trust that the teams were part of 
were seen to drive priorities, establish targets and through this impact 
on decision making.  This is influenced by a desire to protect 
themselves potentially from blame, litigation and damage to their 
reputation. These issues were discussed in the light of a homicide 
inquiry taking place in another assertive outreach team in the 
organisation.  
Relationships 
Engagement with service users was identified as important to enable 
contribution to decisions but a lack of capacity could act as a barrier.  
The nature of assertive outreach service facilitated long term work 
with service users and this work depended on the engagement that 
professionals and service users built. There was some discussion that 
the length of this relationship could be a barrier and that staff could 
ILQGLWGLIILFXOW WR³OHWJR´DQGHQDEOHSHRSOHWRPRYHRQ $OWKRXJK
relationships were identified as important in relation to decision 
making the service user was rarely mentioned as having a voice or 
DQ\LQIOXHQFHLQµFRPSOH[¶GHFLVLRQVWKDWLPSDFWHGRQWKHLURZQFDUH 
Dilemmas 
 
Participants acknowledged that they experienced dilemmas and 
difficulty reaching decisions.  Specific examples were narrated 
around a wide variety of scenarios including the use of therapeutic 
funds, appointeeship, use of the team base and facilities, Mental 
Health Act and when to admit someone to hospital.  There was one 
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dilemma that was discussed from different perspectives by four of the 
participants.  It related to a service user who was admitted to hospital 
involuntarily, following this he refused to talk to members of the 
team.  When he was admitted some of his clothes were in the washing 
machine and his lack of contact with the team meant they were unable 
to gain permission to enter his property to remove the clothes from 
the machine and save them from being thrown away.  The dilemma 
was presented in relation to his capacity to make that decision and 
concern regarding the lost items.  Two of the participants favoured 
JRLQJLQWRKLVKRXVHWRUHPRYHWKHFORWKHVDQGWZRGLGQ¶W 
 
4.1.8 Cross-Case Interpretation and Reflection 
The data and theme summaries suggest analysis has provided insight 
into decision making, the dominance of risk in mental health practice 
and participants fears surrounding blame. What are much less visible 
are notions of recovery, involvement DQGVHUYLFHXVHUV¶ULJKWVWRPDNH
choices, the relationships themes were by far the smallest in terms of 
representation in the data.  It is clear at this point that dilemmas exist 
for participants in their daily practice. It also appears that participants 
feel risk management, organisational and public perceptions influence 
decision making and a desire to avoid getting things wrong. The 
dominance of these influences within the data at the cost of the 
service user voice to a degree contradicts the position presented in the 
literature review. Risk management and the exertion of control appear 
to prevail, though there are some exceptions to this seen within the 
data.  Primarily there are two interviews from the assertive outreach 
team that narrate examples of shared decision making. These 
participants appear aware of but less influenced by forces of 
expectation from the organisation and public. There are some further 
examples in the interviews, particularly in the community of 
questioning the current dominance of risk.  
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The data summaries highlighted that decision making is structured 
away from service users.  Within the themes specific processes appear 
to reinforce this distance such as medical hierarchies, organisational 
targets and decision making structures. This suggests that there is a 
wedge which seems to distance staff from the person and enable them 
to take control in decision making.  
These reflections led on to a series of explanatory propositions.  
These are presented below as brief summary statements. This 
provides evidence of the analytical process that resulted in the 
development of the final explanatory model. Comparison of these 
propositions with the data led to these being further refined to create 
the explanatory model on p.157, which reflects the main findings of 
this thesis.  
4.1.9 Explanatory Propositions Version 1 
x Decisions ± risk comes into existence when a decision is made 
RUUHWURVSHFWLYHO\WKURXJKWKHH[LVWHQFHRIDµQHJDWLYH¶HYHQW 
 
x In the data risk is a complex concept ± SDUWLFLSDQWV¶
interpretation is influenced by a number of factors such as 
how long they have been qualified, how well they know the 
person, risk shifts in relation to these factors 
 
x Risk comes into existence when ³DFWLRQHG´ E\ VHUYLFH XVHU, 
always linked to the actions of this group. For example, what 
isn¶WWKHUHLVULVNWRVHUYLFHXVHUVIURPVHUYLFHVRUVRFLHW\ 
 
%HFDXVH« 
x Distancing ± sHUYLFHXVHUVDUHFRQVWUXFWHGDVµREMHFWVRIULVN¶
(is this a relational position?). They are always seen in the 
context of risk.  
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x Mechanisms that act to construct this position are paperwork 
& decision making structures, happening away from service 
users and acting to reinforce  a position of controlling objects 
of risk 
x Decisions where risk is focus  relate to;  
o Discharge and admission  
o Medication ± PRN, Increasing or stopping 
o Surveillance ± observations 
This process is influenced by: 
x Expectations  
Social ± Mental health services responsible for service users 
(responsible for controlling and for their conduct) in eyes of others in 
wider society.  
Professional ± Has responsibility for negative consequences 
- Expectations held by professional body and organisation but 
also influenced by society 
Organisational - Responsible for service users   
- Protect organisation from consequences of failure in social 
role (or fear of failure) 
- Influenced by expectations of society  
This may lead to; 
x Blame  
Product of the expectations and expressed as a fear, when 
expectations not met. Could be linked with mechanisms of 
distancing? 
x Professional Role 
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Hierarchy of responsibility for decisions and risk which ends with the 
GRFWRUV DQG LV SHUSHWXDWHG E\ VRFLHW\¶V QXUVHV GRFWRUV DQG
organisations expectations 
x Power/Knowledge construct  
When risk comes into existence it is at the hands of 
professionals which links back to the ways in which risk is 
defined and shifts depending on certain factors.  Professionals 
are experts on risk  
It is suggested that the definition of service users as risk objects is 
created through social, organisational and professional expectations, 
is maintained by structures for decision making, distancing and 
professional role.  This position is mediated against by the therapeutic 
relationship and shared decision making which represents an attempt 
to expose and align expectations.   
4.1.10 Explanatory Propositions, Version 2 
Following further comparison of the data in relation to the 
propositions the explanatory model was amended to suggest that; 
A distant relationship between professionals and service users enables 
them to be constructed as objects of risk.  A process of construction is 
created by the influences of mental health professionals, the 
organisations delivering mental health care and society, underpinned 
by a fear of being blamed for negative events. A proximal relationship 
between professionals and service users mediates against their 
construction as risk objects and supports shared decision making. 
This explanation provided the foundation for further comparison with 
the literature and is examined in depth in the discussion section of this 
thesis (see Fig 4.0).  
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4.1.11 Summary 
The findings chapter has provided a descriptive summary of the 
interpretations made during data analysis. This has outlined sample 
evidence for key stages of the theory building analytical approach 
adopted; including evolution from the search for patterns to the 
development of an explanatory framework for the study.  
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Figure 4.0 Explanatory Model 
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5.0 Discussion 
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5.1 Chapter 9: Risk Objects  
5.1.2 Overview of Explanatory Model 
The explanatory framework for the research findings is related to the 
work of Stephen Hilgartner. Hilgartner (1992) offers an analysis of 
the relationship between risk and technology.  His work poses the 
question as to why some people view a technology as risky and others 
view it as safe.  To examine this query he claims that the conceptual 
processes underpinning social definitions of risk need to be given 
PRUHDWWHQWLRQ³7KH6RFLDO&RQVWUXFWLRQof Risk Objects; or How to 
Pry OSHQ1HWZRUNVRI5LVN´(Hilgartner 1992) presents a framework 
grounded in a social constructivist position on risk.  Here he argues 
that definitions of what constitutes a risk are based on understanding 
something as an object with the capacity for harm, claiming that there 
is a link between the two.  Construction of risk objects entails their 
emplacement in sociotechnical networks and is accompanied by a 
struggle to control the risk objects.  Displacement from these 
networks is also possible as the definition of a risk object is open to 
reconstruction and change. 
HilgartQHU¶V  ZRUN KDV UHFHLYHG VRPH WKRXJK QRW H[WHQVLYH
attention in the literature on risk.  His theoretical framework has been 
extended by Boholm and Corvellec (2011) to argue that risk objects 
need to be understood through a relational position.  Where there is an 
REMHFW µRI ULVN¶ WKHUH LV DOVR DQ REMHFW µDW ULVN¶ ZLWK VRPHWKLQJ RI
YDOXHXQGHU WKUHDW .HQGUD DSSOLHV+LOJDUWQHU¶V ZRUN
to examine the construction of merchant mariners as risk objects in 
the shipping industry.  Significantly, unlike Hilgartner (1992) his 
work examines the application of power in the construction process.       
An explanatory framework has been developed following analysis of 
the research data.  Within this framework it is suggested that people 
with mental health problems are constructed as risk objects 
(Hilgartner 1992). The process of construction is achieved by 
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characterising service users as objects.  Four aspects of objectification 
are explored within the data; including treating service users as 
lacking in agency and denying their subjective experiences 
(Nussbaum 1995). Construction as a risk object additionally entails 
linking of this object with harm.  People with mental health problems 
are linked with risk by the participants. Risk is understood as the 
capacity to cause harm to either themselves or the public.  
Objectification is a key part of constructing risk objects.  
Objectification within this study was contingent upon a distal 
relationship between mental health professionals and service users.  
Spatial distance was created and maintained via the structures used 
for making decisions that excluded service users.  Spatial 
arrangements within the physical environment acted to distance staff 
and service users.  Physical distance gave way to narrative and moral 
distance (Malone 2003), LQ ZKLFK SHRSOH¶V LQGLYLGXDO VXEMHFWLYH
experience was less known and therefore less visible in the decision 
making process.   Psychological defences employed by mental health 
professionals to avoid anxiety and manage fears created by the risky 
XQNQRZQ µRWKHU¶ FRQWULEXWH WR WKHVH GLVWDO UHODWLRQVKLSV 0Hnzies-
Lyth 1960, Kearney 2003).  These conditions enable service users to 
be constructed as objects of risk.  
The construction process develops within a socio-political context.  
Boholm and Corvellec (2011) argue that once defined as risk objects 
the process of construction becomes invisible.   However, within this 
study professional, organisational and social influences have been 
identified as important powers in the definition of people with mental 
health problems as risk objects. 
Risk is presented as a central aspect of mental health professional 
practice by participants.  It is defined as a negative force, synonymous 
with harm and treated as a quantifiable notion with objective 
existence.  The predominance of risk within mental health practice 
FRQWULEXWHVWRDIRFXVRQULVNDWWKHFRVWRIRWKHUDVSHFWVRIDSHUVRQ¶V
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experience therefore perpetuating their status as risk objects.   People 
with mental health problems being defined as risk objects exposes 
mental health professionals to being blamed if harm occurs.  The 
SRWHQWLDOORVVRIWKHSURIHVVLRQDOV¶VRFLDODQGPRUDOVWDQGLQJWKURXJK
blame relationally positions them as objects at risk. 
Professionals and organisations are powerful forces that can emplace 
risk objects (Hilgartner 1992). Organisational mechanisms such as 
standardised documentation systems were discussed by participants. 
These influence the construction of service users as risk objects.  
They concurrently link service users with harm and facilitate 
REMHFWLILFDWLRQ DV WKH\ OLPLW SURIHVVLRQDOV¶ RSSRUWXQLW\ WR
communicate SHRSOH¶V subjective experiences.  Effective risk 
assessment and management is an important indicator of a successful 
organisation (Power 2004).  Risk is therefore not only the core 
business of mental health professionals but also the health service.  
Catastrophes can threaten an organisation (Power 2004).  
Catastrophes were observed within this study in relation to suicides 
and in the case of the community teams a homicide committed by 
someone under the care of the trust. Organisational responses to this 
serve to reinforce a link between people with mental health problems 
and extreme harm.  Organisational reputation is threatened by a 
catastrophe which undermines the position of organisations as being 
DEOH WR FRQWURO XQFHUWDLQW\  6HUYLFH XVHUV¶ GHILQLWLRQ Ds risk object 
SRVLWLRQVWKHRUJDQLVDWLRQDVµDWULVN¶DVWKH\DUHIDFHGZLWKGDPDJHWR
their reputation.  
The responses of local communities were identified by participants to 
impact on how they worked with risk in relation to service users.  
These responses were seen to instigate a more controlling intervention 
resulting in containment or increased surveillance. Medication was 
identified in the in-patient setting as being used for behavioural 
management. These reactions served to reinforce people with mental 
health problems as having the capacity for harm, therefore 
contributing to their construction as objects of risk.   Additionally, the 
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role of professionals in this situation is presented as one of 
governance enacted through the discourse of risk management 
(Crowe and Carlyle 2003). 
The construction of service users as risk objects was seen as dominant 
though not consistently within the data.  Some participants, most 
significantly two professionals from the community team displaced 
service users from their status as risk objects. This was achieved 
through maintaining narrative and moral proximity with service users 
and avoiding objectifying them.  The link between an object and harm 
is therefore severed as the object no longer exists as such (Hilgartner 
1992).  Participants indicated that both their own values and working 
with colleagues with similar values aided the approach they adopted 
in practice. Support from experts outside the team was recognised as 
valuable to enable them to examine alternative perspectives. 
5.1.3 Summary 
Distal relationships between staff and service users create the 
conditions where objectification can take place.  Risk is the 
predominant concern of mental health professionals and mental health 
services.  This position is influenced by a social concern regarding the 
dangers posed by people with mental health problems.  These 
perspectives interact to emplace service users as objects of risk 
subject to increased surveillance and mechanisms of control.   
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5.1.4 Construction of Risk Objects 
Service users were consistently associated with the concept of risk 
within interviews and observations, with risk being viewed as the 
most significant influence on decision making in relation to their care.  
Within this study, I suggest service users have been constructed as 
risk objects through the influences of professionals, organisations and 
society.  In order to begin to understand this process of construction it 
is important to draw on the data to explore both what constitutes a 
risk object and what the implications of this identity are.  
5.1.4.1 What is a risk object? 
The construction of an object of risk consists of two components, the 
definition of an object and the association of that object with harm 
(Hilgartner 1992).     
Objectification, or the treating of a person as an object, constitutes 
certain key principles according to Nussbaum¶s (1995) analysis. She 
argues, not all these features need to be present for objectification to 
take place. It is four of these notions that have particular relevance for 
the construction of service users as objects.  
1) Denial of autonomy; here the object is treated as having no 
self-determination. 
2) Inertness in which the agency of the object is denied. 
3) Denial of subjectivity occurs when the object is treated as 
something whose experience and feelings are not relevant.  
4) Fungibility is defined as when the object is treated as though it 
can be substituted for other objects.  
In each of these features it is the objectifier that acts to treat the object 
in these ways (Nussbaum 1995). Using examples from the data, in the 
following section I will examine how service users have been 
objectified and what comprises an object. Three of these principles 
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FDQEHH[DPLQHGLQUHODWLRQWR3HWHU¶VH[SHULHQFH Peter was admitted 
to Lawrence ward during the time of the study.  
 Observation, Day 2 Lawrence ward, ward review meeting 
Peter, History given briefly; before Peter came in to the ward 
his depot was reduced due to side effects. He was changed to 
oral meds but had not been compliant and was taking illegal 
drugs.  He is now back on his depot and is accepting it 
despite the side effects.  He is on section 3.  Peter attended 
the ward round and commented on how many people there 
were there, we were introduced but he was not encouraged to 
ask us to leave.  He stated he had been dreading ward round.  
He was told by the consultant that he needed his depot to stay 
well.  He said he ZDQWHGPRUH OHDYHDQGVDLGKHGLGQ¶W OLNH
WDNLQJ PHGLFDWLRQ GLGQ¶W OLNH WKDW KH ZDV ZRNHQ XS LQ WKH
morning and told to take a tablet.  There was some 
negotiation (with the consultant and the consultant informing 
the nurse) on how the meds were taken but he was told to 
WDNHWKHP3HWHUVDLGLQWKHZDUGURXQGWKDWKHZDVQ¶WKDSS\
and felt manipulated but there was nothing he could do.  All 
this was based on a conversation between Peter and the 
consultant and a brief discussion afterwards between the 
doctors in the ward round.  The consultant also commented 
that perhaps he could reduce his depot when back in the 
community (interesting given rationale for re-admission and 
possible perceptions of risk).  Nurse from crisis team 
commented that he has a very violent past, that she felt he 
was a psychopath and it was very difficult to manage his 
violence.   Peter looked like he was shaking in the review, 
could this have been nerves or medication side effects? 
Denial of Autonomy 
Peter describes his dislike of taking medication, this statement is not 
acknowledged by the professionals within the meeting as Peter is 
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given no opportunities to exercise his autonomy in choosing whether 
to take the medication or not.  The consultant adopts a paternalistic 
stance by informing Peter that his injection is necessary for the 
maintenance of his health, justifying the denial of his autonomy 
WKURXJKWKLVSURFHVV7KLVXQGHUPLQHV3HWHU¶VRZQVHOI-determination 
WR PDNH GHFLVLRQV UHJDUGLQJ KLV KHDOWK DQG KLV ERG\   3HWHU¶V
autonomy was marginalised throughout the decision-making process 
itself as his opportunity to contribute was controlled by the chair of 
the meeting, the consultant. Ultimately, the decision to continue with 
the depot whilst Peter was in hospital was made by the doctors with 
QRH[SOLFLWUHIHUHQFHRUFRQVLGHUDWLRQRI3HWHU¶VH[SHULHQFHV.  
Inertness 
3HWHU¶V WUHDWPHQWDV DSDVVLYHEHLQJ, lacking in agency is reinforced 
within the decision-PDNLQJ SURFHVV LWVHOI GLVFXVVLRQ DERXW 3HWHU¶V
life is initiated before Peter enters the room and the decision is ratified 
DIWHUKHOHDYHV,QHUWQHVVLVDOVRHYLGHQFHGWKURXJK3HWHU¶VSHUFHSWLRQ
that he has been manipulated.  Within this statement Peter signifies 
his experience of being seen as unable to contribute to the decision. 
Additionally, his inertness is viewed in his description of the action 
associated with medication; for example in the act of receiving the 
tablet and injection as a passive one.  His lack of agency is expressed 
by Peter directly in his recognition that he doesQ¶WDJUHHZLWKDQGLV
unhappy about the decision made, yet is unable to do anything about 
this.  
Denial of Subjectivity 
3HWHU¶VHPRWLRQDOH[SHULHQFHVRIEHLQJLQWKHZDUGURXQGDUHLJQRUHG
He communicates his apprehension about being there and 
intimidation by the people present yet these remain invalidated.  This 
denial of subjectivity connects with his lack of autonomy as his 
experiences of the medication, including side-effects are not seen as 
relevant to a decision as to whether he should continue to take it.  A 
lack of his own feelings being taken into account up to this point may 
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EHFRQVLGHUHG LQ UHODWLRQ WR3HWHU¶V UHIOHFWLRQ WKDWKH LVZRNHQ WREH
WROG WR WDNH D WDEOHW  3HWHU¶V SHUFHSWLRQV RI WKH ZDUG UHYLHZ DUH
echoed as a common experience for patients by the professionals 
interviewed in the in-patient setting.   
7KHREVHUYDWLRQRI3HWHU¶VH[SHULHQFHRI the ward round provides an 
indication of the process of objectification within the in-patient 
setting.  The next vignette is taken from observation of an informal 
discussion in the office of one of the community teams. It further 
demonstrates how NussEDXP¶V (1995) features of objectification 
provide insight into the identification of service users as risk objects 
within the data.   
Assertive Outreach, Team B Day 2 
Discussion in the office with three qualified nurses, one of the 
nurses reported back regarding a new group for anyone who 
wants to withdraw from medication ± and she suggested a 
couple of people might be interested ± there is a support 
group run by a psychologist and [service user organisation].  
The responses from some of the other nurses in the office led 
to a discussion around the issue.  One suggested that if you 
GRQ¶WWKLQNWKH\DUHWDNLQJLWWKHQLWZRXOGEHGLIILFXOWWRGRD
withdrawal plan, that there is a need for the person to be 
consistent.  Another nurse stated it needs to be someone who 
is well and stable who has been taking medication for years 
and is really well, that they are the people who they are 
looking at for the group and  suggested that there is no-one 
that consistent here in this team.  The other nurse mentioned 
there is one person who has no voices and is stable but they 
are a forensic client on low doses ± she said she had spoken 
to the consultant ± DQGLW¶VQRWZRUWh the risk. 
A nurse from the other team (A) comes in to ask for contact 
details and joins the conversation, they give the example of a 
service user whose visits are being reduced  ±been weekly 
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then monthly, he used to go to [day centre]  but the courses 
have stopped.  We could take them to the recovery college but 
he suggests but there is a need to EH FDUHIXO DV WKHUH¶V D
course for stopping medication there. It was stated by the 
SHUVRQJLYLQJWKHH[DPSOHWKDWQRKHFDQ¶W GRWKDWKH¶VEHHQ
OK with meds. He sWDWHVWKH\GRQ¶WXQGHUVWDQGWKDWKHQHHGV
to be stable and for our clients if they come off meds and 
relapse they end up on a section. 
Within the example above the withdrawing from medication group is 
introduced by Louise. In this examination it is the remaining three 
members of staff who are defining service users as objects.   
Denial of Autonomy 
The nurses are acting as gatekeepers for information regarding a 
support group for the safe reduction of medication.  The discussion 
highlights that a decision has already been made as to whether the 
service users that they are working with should attend the group based 
RQ WKH QXUVHV¶ SHUFHSWLRQV DV WR ZKHWKHU WKH\ ZRXOG EH VXLWable.  
Autonomy relates to an LQGLYLGXDO¶VULJKW WRPDNHFKRLFHVIUHHIURP
coercive influences (Beauchamp and Childress 2001). By denying 
service users the information about the group the nurses are not 
recognising the rights of the client to make a decision for themselves 
regarding whether to attend.  However, it is evident from the extract 
that the implications extend beyond involvement with the group.  
What appears is the position amongst the nurses that service users 
should not be able to make the choice to reduce or stop their 
medication and steps are taken to decrease the likelihood of this 
happening.  Exclusion from the opportunity to make that choice is 
highlighted in the statement from one of the nurses that they had 
already discussed it with the consultant and between them reached a 
GHFLVLRQWKDWLWZRXOGQ¶WEHDSSURSULDWHIRUWKHVHrvice user to reduce 
their drugs. Failing to acknowledge the person¶s autonomy to both 
stop the medication and participate in decision making as a result. 
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This process does not recognise and act upon the autonomy of service 
users, particularly to make choices regarding their treatment.  
Fungibility 
The nurses suggest that reducing medication would not be appropriate 
for all of the people using the services of Team A and B.  In this 
respect a tendency to view each service user as inter-changeable is 
revealed LQ ZKLFK WKH SUHIHUHQFHV DQG UHVSRQVHV RI LQGLYLGXDOV¶ 
remains unacknowledged as all objects (who use the team¶s services) 
are presented as responding in the same way to a medication 
reduction.  This is most evident in the last statement which suggests 
that for all those stopping medication, there is a uniform response that 
would lead to being treated under the Mental Health Act.   
Denial of Subjectivity 
Through deprival of the opportunity to make a decision whether to 
attend a medication support group and reduce medication, the 
individuals own subjectivity is being denied.  Psychiatric medication 
can reduce the intensity of distressing experiences and positively 
LQIOXHQFHSHRSOH¶VHPRWLRQDOVWDWHyet the debilitating side effects of 
taking medication are widely acknowledged particularly by service 
users.  Medication can have a damaging impact on their quality of life 
(Busfield 2004, Weinsten 2010,). The discussion in the extract does 
not include any reference to the actual perceptions of any people that 
they are working with who are taking medication and in particular 
who may have had negative experiences relating to this. Shared 
decision making emphasises the SHUVRQ¶V rights to make choices 
about their medication and highlights the need for professionals to 
take account of their individual experience (Coulter and Collins, 
2011, National Institute for Health and Care Excellence (NICE) 
2009).  In this respect the professionals show no recognition that the 
service users have a subjective experience and that this experience 
may be different from their own.   
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5.1.4.2 Implications 
Using two extracts from the data, examples of the process by which 
service users are defined as objects have been shown.  Objectification 
is not always viewed as a malignant process (Nussbaum 1995).  It 
may even be a necessary element of healthcare relationships and 
treatment (Timmermans and Almeling 2009).  The following section 
examines the association of objects (service users) with risk within 
this study demonstrating that the process of objectification here can 
be a damaging one due to the impact this has on the level of control 
service users are subject to.   
It is important to note that there are inconsistencies within the data 
regarding objectification.  Two interviews (Louise and Lilly) within 
the community team show very little indication of objectification and 
there are further examples of participants recognising the subjective 
experience and agency of service users, though not always 
consistently within the same interview. For example Jack outlines the 
importance of listening to service users¶ views in decision making, 
suggesting that the long term relationship with service users promotes 
insight into their subjective experience.  
³, WKLQN LW¶V primarily based on the teams knowledge of an  
individual that stretches back years and the discussions that 
have taken place, knowledge of their care, their particular 
FLUFXPVWDQFHV ZKDW¶V ZRUNHG ZHOO ZKDW WKH\ KDYH REMHFWHG
to. So that team members should be able to articulate an 
individuDO¶V views and opinions even if they are not 
SDUWLFXODUO\RIWKHPVHOYHV«,WKLQNLVLPSRUWDQWWRRXUZRUN
WKDW SHRSOH¶V YLHZV DQG RSLQLRQV DUH  DUWLFXODWHG
particularly when they may be find that very hard to do that 
for sometimes and maybe have few if an\RWKHUDGYRFDWHV´   
(Jack)   
The implications of perspectives in /RXLVHDQG/LOO\¶Vinterviews are 
examined in detail in chapter 15.  Significantly, however, within all of 
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the interviews it appears the association between service users and 
risk is demonstrated, a relationship that is also evidenced through the 
observations.  
5.1.5 Characteristics of Risk Objects 
I have proposed that within this study service users are constructed as 
risk objects through the creation of links between them and potential 
harm.  This is demonstrated in a number of ways. Participants related 
concepts of risk, in particular aggression and violence to service users 
during the interviews; establishing a connection between someone 
using the services (or object) and potential danger (or risk).  This 
UHIOHFWV+LOJDUWQHU¶VWKHRU\RQWKHFRQVWUXFWLRQRIULVNREMHFWV, 
which entails both the construction of something as an object but also 
as a risk. This association was embedded when participants discussed, 
and the researcher observed, specific scenarios from the case study 
areas in which service users¶ actions were frequently interpreted 
through the lens of risk. Risk, therefore, tended to dominate the 
identity of service users and was present in decision-making. 
Vignettes from the data will be used to examine the definition of 
service users as objects of risk and the establishing of a relationship 
between the two. 
³If you know your client very well, you know when they are a 
risk to others or a risk to themselves so it depends whether 
you need to act very quickly and you need to involve other 
teams like crisis teams and whether or not it would help us - 
whether you need to increase visits. It kind of forms your 
decision in terms of, if the worst happens, would you want to 
be standing in her house cold?  Depending on your 
knowledge of the client and the risks involved, I think public 
protection comes first, more so in the situations we deal with. 
So if you know the client very well you kind of act 
LPPHGLDWHO\ GHSHQGLQJ RQ KRZ WKH\¶UH Sresenting and the 
risks. Because things like self-neglect, things like that we 
171 
 
GRQ¶WWhink they are an immediate risk, compared to someone 
who is going out wielding a knife or something like that. So 
you know depending on the level of risk and your knowledge 
of the client, KRZ WKH\¶UH SUHVHQWLQJ DQG \RX EDVH \RXU
decisions on that whether you need to ring the police or act 
asap, get a Mental Health Act assessment, plan for admission 
or increase visits depending on that.´   (Ife)  
Within this extract service users are described in terms of their 
potential to cause harm.  Within each statement WKDW µFOLHQW¶ is 
mentioned so is the concept of risk, creating an immediate and 
obvious relationship between the two.   Within this extract the 
contemporary conceptualisation of risk as synonymous with harm and 
danger is evidenced (Beck 1992, Lupton 1999).  The service user is 
presented as having the capacity and potential to cause harm to both 
themselves and to members of the public.  The suggestion that service 
users specifically have this potential presents them as something that 
is harmful.  The pervasiveness of this identity as a risk object is 
HYLGHQW LQ ,IH¶V LQIHUHQFH WKDW XQOHVV NQRZOHGJH RI WKH SHUVRQ
suggests otherwise they are to be considered and treated as if they 
were dangerous in particular to the professional. 
The definition of a client in terms of risk is shown within this extract 
to influence perceptions of the response that is required from the 
health professional.  The nature of the risk governs the interventions 
required, for example whether to increase visits or to arrange a Mental 
Health Act assessment.   The example given in this quote situates 
service users¶ capacity for rLVNZLWKLQDQH[WUHPHFRQWH[W³«VRPHRQH
who is going out wielding a knife or sRPHWKLQJ´,QWKLVUHVSHFWWKH
notion of dangerousness is reinforced through the heightened 
consequences of risk. The reality of such events perpetrated by people 
with mental health problems is rare (Laurence 2003, James 2006, 
Appleby et al 2013).  
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Ife relates the risks posed by the client to the potential for harm to 
both themselves and the public, presenting the danger to the public as 
more immediate. Boholm and Corvellec (2011) argue that it is the 
FRQVWUXFWLRQ RI WKHVH UHODWLRQVKLSV EHWZHHQ µREMHFWV RI ULVN¶ DQG
µREMHFWV DW ULVN¶ WKDW DUH VLJQLILFDQW 2EMHFWV DW ULVN DUH JHQHUDOO\
appointed as something of value, with objects of risk as something 
that is identified as dangerous.  There are two examples of the 
relational theory of risk here.  Firstly, service users as the objects of 
risk and the public (safety) as objects at risk.  Secondly, service users 
as both objects of risk and objects at risk.  This second relationship is 
an important feature of service users as risk objects and is therefore 
examined in detail further in this chapter.  
According to Boholm and Corvellec (2011) these risk relationships 
are based on perceptions of potential rather than actual acts.  So using 
the first risk relationship, here Ife describes a hypothetical response to 
a hypothetical situation regarding a risk of harm posed by service 
users to the public rather than specifically discussing a person she has 
worked with.  Relationships of risk are described as causal (Boholm 
and Corvellec 2011), where a direct threat is created between the 
object of risk and the object at risk.  Within this extract service users 
are linked with causing harm to the public using the potential for 
rather than actual events. Finally, these relationships are linked with 
decisions to act having established the risk posed by service users to 
the public here, Ife communicates that an active response is required 
to manage this in terms of planning for an admission and so on.   
This extract from Team A in the community team has provided an 
example to illustrate the process of linking service users with risk to 
construct them as risk objects.  Following is an example from the in-
patient team; this will be used to consider how in defining service 
users as risk objects a process of selection is taking place. The 
participant is discussing the ward¶s observation policy. 
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³:ell I think it¶V« just for new admissions, potentially we 
GRQ¶W NQRZ WKHP, potentially they are an unknown risk. So 
you have got to have at least  that  time to kind of have a look 
DWZKDW¶Vgoing on really, but as I say I think often there are 
patients that you have in who come a few times, you know 
within a year or what have you and they always present in the 
same way, so for them, EXWLW¶VDEODQNHWWKLQJEXW,WKLQNLW¶s 
again it¶s best to be safe than sorry really I would always go 
with that.´ (Zoe) 
Constructing something as a risk object entails a process of definition, 
where the boundaries and characteristics of that object are used to 
create identity.  This is a selective process where some characteristics 
are emphasised and others ignored (Boholm and Corvellec 2011).  
Using this position it is, therefore, valuable to consider what is 
selected out of the above extract in favour of underlining new 
patients¶ risks.   
Zoe describes a lack of subjective knowledge in relation to people 
ZKR DUH DGPLWWHG WR WKH ZDUG ZKR DUHQ¶W NQRZQ WR VHUYLFHV
However, similar to Ife this leads to a situation where risk is viewed 
as the dominant issue and therefore the potential for danger should 
govern respoQVHV WR WKLV ³LW¶V EHVW WR EH VDIH UDWKHU WKDQ VRUU\´
Uncertainty is prefaced and what is not visible is any aspects of that 
SHUVRQ¶VLGHQWLW\WKDWUHODWHWRWKHLUGLVWUHVVHPRWLRQDOEHLQJLOOQHVV
fear or need for safety that may be part of their experience of being 
admitted to an acute psychiatric ward (Mind 2011).  Such an 
emphasis also overlooks the well documented harms a person may be 
exposed to as a result of their service use and experiencing a mental 
health problem (Langan and Lindow 2004, Muir±Cochrane 2006, 
Thornicroft 2011, Boardman and Roberts 2014). The attention to risk 
in the context of admission emphasises how this can engulf their 
identity as again there is a process of prejudgement of the dangers 
posed by the service user.     
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5.1.5.1 Service users as risk objects AND objects of risk 
,IH¶V GHVFULSWLRQ RI WKH SRWHQWLDO RI VHUYLFH XVHUV IRU VHOI-neglect 
suggests within the relational theory of risk that service users can be 
both risk objects and objects at risk.  Service users may have been 
defined as risk objects through their potential to undertake risky 
actions and therefore cause harm.  However, within both the 
interviews and observation data, service users are also considered as 
vulnerable, open to exploitation and in need of protection by the 
mental health system. 
 ³*RGknows what happens if some vulnerable patients went 
out and did something silly. It¶s like a safety net it always 
worries you when you are upstairs because as well as there 
being 25 patients and especially cos you have got people on 
observations and you know you have got that open door. I 
mean sometimes up there  you have people on observations, 
ZH¶UHKDYLQJ to sit right next to the door to make sure that 
the patients wereQ¶W going cos they were that vulnerable and 
unwell. If you have got OHW¶V say 8 patients on observations, 
LW¶V D ORW XSVWDLUV EHFDXVH \RX¶re forever walking round, 
finding them checking they are OK signing and then if you 
are doing that one of yours on observations could have gone 
DQG\RXZRXOGQ¶WNQRZ LWRQO\WDNHVDVSOLWVHFRQG«6RZKHQ
you have got that locked door there it can make a big 
difference« well obviously may be take their own life is a big 
worry, not necessarily a risk to society to people in society 
but more of a risk to themselves or if their emotions are all 
over the place they might go and do something impulsive that 
WKH\ZRXOGQ¶WXVXDOO\GR.´Kimberley) 
Within this extract Kimberley highlights her fears regarding the 
potential consequences if a patient leaves the in-patient ward 
without the awareness of the staff.  Within this a concern is 
expressed that harm could come to the person from a tendency to 
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act impulsively or from a desire to take their own life.  Here the 
service user is described as something that will come to harm, 
particularly without the supervision of staff.  Vulnerability is 
presented as an attribute of some patients and therefore something 
which is embodied. Boholm and Corvellec (2011) highlight that 
characteristics associated with objects at risk are loss, 
vulnerability and a need for protection, which is evident in 
.LPEHUOH\¶V LGHQWLILFDWLRQ RI WKH EHQHILWV RI D ORFNHG ZDUG WR
maintain safety.   Within this extract, service users are also the 
objects of risk as the danger originates from within them. Here 
this appears as the potential for making unwise or unsafe 
decisions, therefore exposing themselves to harm and taking their 
own lives.  The embodiment of vulnerability becomes evident as 
WKH µVHOHFWLRQ¶ RI FKDUDFWHULVWLFV WR IRFXV RQ GRHV QRW
acknowOHGJH WKH SRWHQWLDO IRU KDUP WR FRPH WR µYXOQHUDEOH¶
service users at the hands of others. In this respect attention is 
therefore directed away from other risk objects (Hilgartner 1992). 
The potential for service users to be constructed as objects of risk and 
objects at risk creates tensions.  Given, according to Boholm and 
Corvellec (2011) and Kendra (2007) the responses to both positions 
are slightly different this potential for conflict is exacerbated. 
³«an example with the nursing team and the medical team, 
ZKHUH , ZDVQ¶W RQ EXW LW ZDV WROG WR PH DV VRRQ DV I came 
back, that a lady was refusing to have bloods taken, refusing 
to eat, refusing to drink and the medical team insisted despite 
the nursing team saying we are not happy with this, taking 
bloods from the lady under restraint and it felt very wrong. 
The nursing staff that were on and I think, there were all 
males in there and the female present was the female doctor 
taking bloods. I think it all felt a bit wrong, that we should be 
doing that and wheQWKH\UHSRUWHGWKDWWRPH,ZRXOGQ¶WKDYe 
done that because, I think they had followed all the proper 
channels, doing the mental capacity act assessment and kind 
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of covering themselves by that but I just think it .. it the 
QXUVLQJVWDIIZHUHQ¶WFRPIRUWDEOHZLWK LWDQG GLGQ¶W WKLQN LW
was «,FDQ¶W UHPHPEHUZKHWKHU LWZDV WKDWGD\RU WKHGD\
after the doctor said again he wanted bloods and he wanted 
to restrain her to take bloods. AQG,VDLG,¶PQRWKDSS\ZLWK
that  and he was a bit well why and I said because she only 
had them two days ago, the results are normal, she is slightly 
improving and we have kind of lost all therapeutic 
relationship with her; she had started to come out of her 
room she had started to have a tiny bit of fluids and we have 
lost all that because now she just thinks we are going to 
UHVWUDLQKHU«´(PPD 
Within this vignette, as described by the participant, the woman is 
recognised as a risk object by the medical team.  Here she is a danger 
to her health through her refusal to eat and allow monitoring of her 
bloods and therefore there is a need to control this risk, as is the 
response to risk objects (Hilgartner 1992).  This appears within this 
vignette in both an implicit way through attempts to define and 
control the harm through measuring blood levels but also in a direct 
way through the use of restraint.  From Emma¶V GHVFULSWLRQ RI WKH
nursing team, the woman becomes an object at risk, acknowledging 
the losses associated with the restraint both in terms of her experience 
of this but also in the relationships developed between her and the 
nursing team. This reflects Boholm and Corvellec¶VVXJJHVWHG
characteristics of an object at risk associated with vulnerability, loss 
and need for protection.  This difference in construction of the service 
XVHU¶VUROHFRQWULEXWHVWRWHQVLRQLQGHFLVLRQPDNLQJ 
5.1.6 Summary 
The process of defining a risk object involves treating them as an 
object and making a link between this object and harm.  Within this 
chapter examples from the data have been examined to explore how 
people with mental health problems have been objectified.  Their 
177 
 
capacity for harm has been established as service users are associated 
with risk and therefore the potential to harm others or themselves.  
The dangers posed to themselves also positions service users as 
objects at risk within a relational risk framework.  Through this 
construction people¶s other experiences and characteristics become 
less visible.   
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5.2 Chapter 10: Implications of Being a Risk Object  
Within the data the capacity for service users to be understood as risk 
objects and objects at risk has been explored.  Whilst the differences 
in the characteristics of both these objects has been considered, there 
is a similarity which is significant for this analysis; risk objects are 
seen to need to be controlled and objects at risk require protection 
(Hilgartner 1992, Boholm and Corvellec 2011, Kendra 2007).  In the 
following section, I consider how this response is interpreted within 
the data.  This includes the implications of being defined as risk 
objects for monitoring and control.  
5.2.1 Observation  
Being recognised as a risk object contributes to staff perceiving a 
need for service users to be observed and monitored.  Within the 
community team this was expressed through increased contact with 
service users that enabled this monitoring to take place, as highlighted 
in the extract from Andrew below.   
³Risk, you know how whether someone is going to comply 
with their oral medication if you like and \RX NQRZ WKDW¶V
going to lead towards them becoming unwell and all the risks 
which might go with that. I think having worked with other 
teams, I think because we can monitor people more closely 
we can see people every day or even for longer visits, we can 
flag so we can get an idea of whether things are deteriorating 
and assess the risks on an ongoing basis.´ (Andrew)  
Observation brings risk objects into a mode of surveillance. Castel 
(1991) describes this surveillance process as systematic pre-detection 
where the aim of observation is to predict and therefore prevent an 
event occurring.  Increased surveillance has been perceived as a 
response to risk within both mental health services and the wider 
community setting (Szmukler and Rose 2013, Crowe and Carlyle 
2003). This intense observation may be indicative of networks of 
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surveillance discussed in Chapter 5 (Rose 1999). Such networks serve 
the purpose of protecting the community from risks posed by spoiled 
citizens and are maintained by mental health professionals.  Within 
the extract from the interview with Andrew, close observation is 
justified as it is perceived to provide the opportunity to better 
understand the level of the risk the object presents. A link between 
risk, medication and monitoring is also espoused. The introduction of 
assertive outreach teams themselves has been linked with the purpose 
of monitoring by engaging those people with mental health problems 
who have distanced themselves from services (Priebe and Turner 
2003). The potential for mental health professionals to enact a role in 
social control as part of this system has been acknowledged, though 
the tensions that this creates for practitioners are recognised 
(McAdam and Wright 2005).     
The significance of observation in association with risk is reflected in 
the decision making structures of the community team itself.   Team 
A and B had two weekly multi-disciplinary team meetings, these were 
observed by the researcher.  The meetings that took place in the first 
half of the week lasted one hour and were attended by the team 
managers, consultants, nurses and healthcare assistants on during that 
day.  The aim of these meetings was to talk about each service user, a 
requirement of this meeting was also to identify and record when each 
person was last seen. 
³It was about trying to at least make sure that we are 
touching base and trying to capture that group as well is my 
sense of why it happens. The problem is the time and the 
numbers it MXVW GRHVQ¶W ZRUN RXW UHDOO\. We really struggle 
and there are lots of other imperatives that have been put on 
us since, I think LW¶V probably come out of the [initials of 
service user]  case in AO.  There is a new system where we 
have to say when the person was last seen and who they were 
last seen by and when you have only got 50 seconds per 
patient actually trying to fiddle around, working out whether 
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did so and so see them when they were supposed to on that 
day and getting the data, actually you spend an inordinate 
DPRXQWRIWLPH\RXNQRZFURVVLQJWKHW¶Vand dotting the i¶V
and not talking about patients.  TKDW¶VFRPHRXWRI WU\LQJWR
EHVDIHUDQGFHUWDLQO\,GRQ¶WZDQWWRVSHDNIRUWKHUHVWRIWKH
team but I get a sense that some people share this view and I 
think it¶s almost being seen to be doing things properly.´                                   
(Lilly)  
Lilly identifies that the review of service users becomes dominated by 
a need to record and assign responsibility to the time of their last 
observation.  Within this, Lilly describes the contextual factors that 
have influenced the process which recognises that the construction 
and response to risk objects occurs within an organisational and social 
situation (see Chapter 13 and 14).    In this respect it is not only the 
act of observation itself that has significance but also the act of 
recording it.  Each team has a whiteboard in their office on which the 
³Information recorded on the board is the name, date of planned visit, 
date last seen, location (MH including section and CTO), risk zone, 
medication and depot due date´7HDP%GD\REVHUYDWLRQQRWHV   
Such formalisation of surveillance is evident within the in-patient 
setting where local policy requires service users to be on intermittent 
observations for their first day in the ward.  According to descriptions 
provided by participants in interviews the level of observations 
following this is clearly associated with their perception of the service 
user as risky. 
³$t the moment we have a policy on the ward where we have 
patients when they are admitted go on 10 minute 
observations for the first 24 hours. TKDWGRHVQ¶WPHDQWo say 
that they are necessarily re-graded to general observations 
after 24 hours but its that decision at that point where the 
dilemma is for me. ,¶YHQXUVHGWKLVSDWLHQWIRUPD\EHhours; 
do I know them well enough? Does the documentation give 
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me enough information to say yes we can take them off 
observations now? BXWDOVR ,ZRXOGQ¶W MXVW OHW WKDWGLOHPPD
rest with me, I would make it a team decision as to whether 
or not that person comes off or stays on observations. 
     (I)What kind of factors might influence the decision either 
way?  
Whether I have known the patient from previous admissions, 
whether the risks had increased this admission, whether the 
presentation was different and more risky, the reasons for 
admission if particularly there had been self-harm or 
anything like that, the settledness of the ward, whether they 
were on a locked ward or not, that could influence the 
decision aVZHOO´   (Charlotte) 
Here the consequences of being constructed as a risk object on the 
ward are evident in the use of the observation policy, based on the 
SUHVXPSWLRQ RI WKH SHUVRQ¶V EHKDYLRXU DV KDYLQJ WKH SRWHQWLDO IRU
harm. Placing patients directly under the regular or continuous 
observation of staff is a commonly used intervention in response to 
perceived risk within in-patient care (Neilson and Brennan 2001, 
Whitehead and Mason 2006). Observation has been criticised for 
perpetuating an over-emphasis on risk within this environment 
(Mullen 2009). Observations increase controls that patients are 
subject to, whilst according to Bowles (2000) demonstrating the 
organisation is efficiently managing safety. Surveillance in this 
respect is perceived as part of a well-established mechanism for 
institutions to identify and manage risk with nurses occupying a key 
role within this.  According to Alaszewski (2006) this response 
IXQFWLRQV DV SDUW RI WKH SDQRSWLFLDQ LQ ZKLFK µLQPDWHV¶ DUH DOZD\V
observable. Within this vignette, Charlotte¶V LQGLYLGXDO UHVSRQVH to 
decision making is evident but this is also located in the 
organisational context as the ward policy of placing everyone on 
observations on admission is highlighted.    This further demonstrates 
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the notion of risk objects based on hypothetical dangers as the policy 
is applied to all admitted to the ward, despite individual experiences.     
The notion that observations solely serve a purpose of surveillance 
and containment has been challenged (MacKay, Paterson and Cassells 
2005).  Mental health nurses have identified that observing can be an 
important opportunity for therapeutic interactions, the development of 
D UHODWLRQVKLS DVVHVVPHQW DQG UHVSRQGLQJ WR D SHUVRQ¶V LQGLYLGXDO
needs (Mackay et al 2005, Hamilton and Manias 2007). Charlotte 
does bring other influences into the consideration of a change to the 
level of observations.   
³ «WDONLQJ WR WKH SDWLHQW DV ZHOO , PHDQ SDUWLFXODUO\ LI LWV
around the example of observation levels some patients will 
know that they are not ready to come off observations, even 
after 24 hours I think in that instance I would definitely go 
with what the patient is saying they know how they feel.´
(Charlotte)  
Within this statement, Charlotte also indicates that she would pay 
DWWHQWLRQ WR WKH SHUVRQ¶V VXEMHFWLYH H[SHULHQFHV SURviding further 
alternative evidence to objectification.  Though it is interesting to note 
this is stated in relation to whether the decision was to remain on 
observations rather than to reduce them.  
5.2.2 Medication 
Being compliant with taking psychiatric medication is raised within 
the data and I would suggest appears as one of the consequences 
associated with being constructed as a risk object.  This has already 
been evidenced through a number of the vignettes examining 
objectification of service users and their association as risk objects.  
In the community team medication was recognised as a key 
intervention when risks were seen to increase, emphasising a 
relationship between a need to take psychiatric drugs and posing a 
danger.  However, as indicated by vignette 2, in the previous chapter 
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the perspectives around the role of medication for those defined as 
risk object are more ingrained than that.  Outlined below are two 
extracts that explore these issues.   
³like the lady I was telling you about who has been, who has 
been terrorising her neighbours she's always been known to 
be very - when she's manic cause she's bipolar disorder, 
when she is elated and not sleeping she's been known  to 
exhibit risky behaviours so at that point you know you have to 
act « ,t¶V QRW VRPHWKLQJ WKDW¶V JRLQJ WR KDSSHQ overnight, 
you know, you can see her mood getting worse and worse and 
then you try and get her extra medication but because you 
NQRZKHU VKH¶VQRWJRLQJ WR WDNH WKH IXOO GRHV VKHZLOO WDNH
part of the dose.  Then you kind of increase visits and then at 
VRPHSRLQWVKH¶OOSUREDEO\UHIXVHWRVHH\RX, so that kind of 
informs what you need to do next you know that either she's 
going to be picked up by police which is not always good.´ 
(Ife) 
This extract emphasises that the response to risk is to increase 
medication, suggesting that medication is perceived as a mechanism 
that acts as a means to control the risk (and the object of risk).  Within 
this example, there is an absence of discussing any other therapeutic 
strategies that may help the person deal with the consequences of 
their distress.  Moncrieff (2003) argues that the role of psychiatric 
drugs act to strengthen coercion within mental health practice.  The 
emphasis on medication is seen to perpetuate a view that mental 
health problems would be controlled if service users were compliant 
with their drugs. This is a process which is recognisable within this 
extract in which the potential dangers posed by FOLHQWV ZLWK µULVN\
EHKDYLRXUV¶ could be avoided with extra medication consequently 
here the problem lies with the risk object for not complying with this 
measure.   
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As has previously been highlighted, it is suggested the relationship 
between risk objects and medication extends beyond the perception 
that medication is only part of increasing risk or relapse.  Following 
on from the discussion about a medication reduction group in Team B 
(outlined at the start of this chapter), the clinical psychologist who is 
external to the team but facilitates group supervision raises the issue 
with Team A. This produces a similar response from the other team.  
7KLV YLJQHWWH LV WDNHQ IURP REVHUYDWLRQ RI 7HDP $¶V team meeting 
where the reducing medication group was introduced.  
Team A observation, Final Day 
Team meeting facilitated by clinical psychologist (Stuart). 
Part of the meeting is focussed on discussing team objectives 
around Recovery.  The psychologist raises the coming off 
medication group 
Nurse from team; Coming off medication, is not that 
successful.  
Stuart shares an example of someone coming off meds in a 
staged way and of one person on anti-psychotic medication 
that is below the minimum recommended dose. Stuart 
suggested that part of the process might be informal talking 
about the possible consequences of reducing medication such 
as problems with mood, and then to consider with people 
whether they have looked at alternatives including resources 
DQGVRFLDOVXSSRUW«+HVD\VWKDW,NQRZLWVGifficult as people 
GRQ¶W always make decisions in a planned way, maybe they 
could assume WKH\ZRXOGQ¶WEHVXSSRUWHG 
Question from the team ± do we have to support everyone 
with that decision? Especially people who become ill  
Nurse - What about consultant involvement in discussion? 
Psychiatrist should be here but not here today. Junior doctors 
are more accessible but not willing to take this approach, 
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they feel LW¶V too risky ± they GRQ¶W ZDQW WR PDNH GHFLVLRQ
without consultant.  It needs to be considered, that our 
particular consultant is also more conservative.  
Within this extract, the mental health nurses in the meeting, present 
that being on medication is necessary to prevent illness; though it is 
has been acknowledged that some people taking psychiatric 
medication do experience a relapse anyway (Moncrieff 2013).  
Concern is expressed that there is a risk to the professionals in 
supporting a service user with the decision, highlighted by the nurse 
in the suggestion that it was the consultant who should make that 
decision.  This may be illustrative of a desire to avoid taking 
responsibility for a perceived increase in risk.  This issue is explored 
more specifically in Chapter 12.  As this example suggests, as a risk 
object service users are perceived to need to be on medication to 
maintain their well-being and safety.  7KLVUHIOHFWV6]D]¶V2007) view 
that psychiatric drugs are a form of chemical control.  
Within the extract Stuart emphasises that the group entails talking 
with people regarding their choices about medication.  It appears the 
responses of the team promote limited choice. This does not 
acknowledge that ZKHQ VKDUHG GHFLVLRQV  DUH PDGH UHJDUGLQJ
PHGLFDWLRQ SHRSOH DUH PRUH OLNHO\ WR FRQWLQXH WDNLQJ SUHVFULEHG
GUXJV 1,&( UHFRJQLVLQJVHUYLFHXVHUVIHHOPRUHDEOH WR WDNH
PHGLFDWLRQ WKDW HQDEOHV WKHP WR FRQWLQXH DFWLYLWLHV WKH\ YDOXH
'HHJDQ DQG 'UDNH   +RZHYHU -DFN WKH PDQDJHU RI WKH
DVVHUWLYH RXWUHDFK WHDP ZLWK D VRFLDO ZRUN EDFNJURXQG GRHV RIIHU
VRPHLQVLJKWLQWRWKLVSHUVSHFWLYH 
³7KHUH DUH DOZD\V GLOHPPDV DURXQG PHGLFDWLRQ W\SLFDOO\ - 
do we support people to be meds free or do we continue to 
plough on giving people medication? Encouraging them to 
take it when we know there is a kind of big down side in terms 
RISHRSOH¶VKHDOWK$QGSRWHQWLDOO\LWVYHU\WR[LFPHGLFDWLRQ
ZKLFK ZH GRQ¶W NQRZ IRU SHRSOH ZKR WDNH PHGication year 
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after year, if ultimately that could have a very serious effect 
on their physical health and we have not drawn them into 
that decision making   that we have used our position to 
promote a course of action that people defer to.´(Jack) 
Power is integral to the definition of something as risky (Jasanoff 
1999, Kendra 2007) with the powerful being those designating   risk 
objects.  Risk objects lack the power to challenge their objectification 
(Kendra 2007).  This may be applied in this instance to the 
consequences of objectification in relation to medication.  The 
following extract from Lawrence ward highlights that as a risk object 
the service user is also marginalised within the decision making 
around medication and that they lack the power to challenge this.  
³It¶s trying to get a balance between promoting their 
involvement in their care and their independence with what 
we feel therapeutically is beneficial for them. Often may be, 
because of their standpoint on medication, on [the]  Mental 
Health Act that kind of thing, it might differ quite a bit 
because of where they are in their mental health. You know 
they might be quite strongly opposed to medication now but 
in a few PRQWKV¶WLPH ZKHQLW¶VXSWRDWKHUDSHXWLFUDQJHDQG
WKH\¶UHZHOO, they might be really grateful for it.  Sometimes 
you feel you have got to make a decision that somebody, you 
know, they are not going to like and you almost feel you have 
kind of betrayed them.´  (Zoe) 
Within this extract the service user¶V RZQ SUHIHUHQFH¶V UHJDUGLng 
medication can be overridden, particularly when under the Mental 
Health Act justified on the basis of the perceived benefit, 
demonstrating the service usHU¶V lack of power in resisting medication 
and therefore the consequences of being defined as a risk object.  
Pilgrim and Rogers (2010) suggest that the importance of psychiatric 
drug treatment in relation to control is emphasised as it is easy to use 
via compulsion particularly compared to other treatments. Zoe does 
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however; clearly express the costs of QRW UHVSHFWLQJ VHUYLFH XVHUV¶
wishes for her.  
There were some alternative views represented within the data.  
During interviews with Lilly and Louise, examples were given where 
service users were supported to come off their medication and Louise 
highlighted her personal views on the limitations of psychiatric drugs.  
The consultant with the community team suggested he would support 
people to come off medication particularly if this facilitated 
engagement. Additionally, Marcus expressed a more conflicted 
perspective on medication and the role of community nurses in 
promoting medication.  
³,ILW¶s to do with medication then the decisions ultimately in 
a way lie with the consultant, ZHOO , VXSSRVH WKDW¶V QRW
absolutely correct. The power of prescribing lies with the 
consultant, actually taking them lies with the service user so 
you know we are trying to provide  a service and say to 
people, this is what we have got to offer and you can you 
know try this medication and that medication to some extent 
you know some clients may say well I want that one and the 
psychiatrists may say no so LW¶V QRW D IUHH IRU DOO««0y 
client said to me [own name] , are you a drug pusher ? And I 
say yes! But the drugs that we sell to people that we promote 
they are no cure all, they are no wonder drug you know they 
KDYHVRPHYHU\VHULRXV VLGHHIIHFWVDQG ,GRQ¶W WKLQNSHRSOH
should be forced to take them in the community´ (Marcus) 
Risk objects are subject to networks of control, according to 
Hilgartner (1992).  Within this research the use of observation and 
psychiatric medication has been examined as features of such a 
network of control.  Once defined as a risk object the notion of risk 
dominates within that identity and consequently governs the 
responses to that risk object. 
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The extract below provides an example of how the status of risk 
object governs the responses towards service users, in particular by 
health services. 
³«there was a patient who was on a section. He has got a 
history of going AWOL but he had been on the ward for a 
wKLOHDQGKH¶GPDGHQRDWWHPSWVRUDQ\WKLQJ DQGZHZHUH
contemplating whether to take him off obs or not. So we had 
a discussion and half of us were like yeah and half of us were 
like no and I was saying yeah so we took them off and he 
went AWOL (laughs). He went  down to London but I said 
that there comes a point that you have got to risk take with 
VRPHERG\\RXFDQ¶WNHHSVRPHRQHRQREVIRUHYHU« 
He went for about 2 days, and then everyone was JRLQJ LW¶V
your fault. I thought oh god because in one to one time we 
had done some self-esteem work and increasing confidence. 
They went you gave him so much confidence he has gone 
down to London I thought oh god! In the past when he went 
AWOL he always went down London. He got off the coach 
the police were there and bought him straight back but he 
came on and he had a right grin on his face and he went oh 
yeah I really enjoyed it been for a walk and stuff, so he got no 
leave he had to be transferred down here [locked ward] as 
well 
(I) :DV KH TXLWH« GLVWUHVVHG RU ZDV WKDt because of the 
AWOL? 
Because of the AWOL but he was happy about it. He actually 
VDLGKHGRHVQ¶WPLQGFRPLQJGRZQKHUH, because down here 
KHGRHVQ¶WKDYHWREHRQREVEHFDXVH we have got the locked 
door. What we do is we escort him off the ward for his 
cigarettes and a cup of tea and stuff and he goes off with a 
PHPEHU RI VWDII RXWVLGH ZKLFK KH GRHVQ¶W PLQG EHFDXVH KH
says KHGRHVQ¶WIHHOOLNHKHLVEHLQJZDWFKHGDOOWKHWLPHFRV
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he can do freely as he would on the ward so it worked out 
OK.´.LPEHUOH\ 
Kimberley reflects on some of the limitations of service users being 
subject to control through observations and how challenging this 
entails taking a risk. Within this vignette she also makes reference to 
WKH SHUVRQ¶V VXEMHFWLYH H[SHULHQFH Risk taking is associated with 
enhanced control and choice for the individual (Morgan 2000, Lupton 
and Tulloch 2002).  However, the person in her description has 
limited power over his circumstance which is underpinned by his 
status as a section patient.  For a risk object, lacking the authority to 
influence their situation is part of the definition of being risky 
(Kendra 2007).  The person in this vignette contravenes the 
requirements of his section by leaving the ward without 
accompaniment by staff or in accordance with his section leave. 
According to Kimberley he reports his absence from the ward as a 
positive experience and from the ward¶s perspective there is no 
narration of any harm that came to him during this experience.  Yet 
the response to his absence is to increase the level of containment to 
which he is subjected.  Interestingly, this is presented as preferable to 
the containment experienced by the patient in the form of 
observations (though Kimberley could have other reasons for 
identifying this such as that she feels guilty).  Kimberley also 
highlights that increasing his confidence was a therapeutic goal, yet 
WKH UHVSRQVH WR WKH SHULRG RI µ$:2/¶ LV JRYHUQHG E\ WKH SRWHQWLDO
danger he may repeat this and the need to prevent a reoccurrence 
through an increase in containment and consequently control.  This 
reflects Szmukler and Holloway¶s (2000) arguments that people with 
mental health problems are subject to controls based on their potential 
for risk in ways that other groups are not, a situation that is 
legitimised by the Mental Health Act. Within this vignette the service 
XVHU¶V identity as a risk object influences the actions taken following 
his return to the ward rather than the actual consequences (possibly 
confidence and enjoyment) of him being away.   
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The description outlined by Emma provides further insight into the 
impact of defining service users as risky and the implications for 
reactions towards the risk object.  
³I think that sometimes it¶s tricky whether to put I think 
observations is a big thing with regards to decisions «for 
H[DPSOH« D SDWLHQW ZDV LQIRUPDO ZKR ZDV RQ JHQHUDO
observations who wanted to go to a church service on a 
Sunday morning.  When he came in he was very confused his 
VKRUW WHUPPHPRU\ZDVVKRFNLQJ\RXZRXOGQ¶WKDYHZDQWHG
him to go off the ward or anything.  On that particular day 
[he]  presented as very rational; could tell me exactly where 
to go to go to the church, told me what time he was going, left 
me his mobile number, everything to suggest that he was 
perfectly fine.  But it was all going round and round in my 
head, LW MXVW GLGQ¶W VLW HDV\ WKHUH ZDV VRPHWKLQJ WKDW MXVW
GLGQ¶WVLWHDV\ that I was convinced that he could be alright. I 
ended saying to him yeah yeah you can go but literally 2 
minutes afterwards, it was all a bit no ,¶PVXUHKH¶VJRLQJWR
be fine. 99% of me is sure he is going to be fine but there is a 
little niggle that¶V VD\LQJ KH¶V QRW.  So I ended up running 
after him to bring him back to the ward and a member of staff 
taking him to the church service and giving him the number 
to ring up. We went to collect him which is not really part of 
our job role, but it was it was just something to make me feel 
better I think.  He wanted to go, there was no reason why he 
FRXOGQ¶W LQKLV QRWHV LQKLV VHFWLRQ VWDWXV LQIRUPDWLon there 
was nothing. But there was just that little niggle of I am not 
entirely happy with this, so sometimes you get situations like 
that where you are a little bit and you kind of go with your 
gut feHOLQJ´(PPD 
The intuitive approach to risk assessment narrated by Emma is seen to 
be valued by professionals, facilitating the management of uncertainty 
and enabling complex decisions to be made (Godin 2004, Zinn 2008).  
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However, similar to the previous vignette the response to this intuitive 
perception was to increase the level of control via observation that the 
person was subject to.  Being defined as a risk object, with the 
potential for danger, contributes to a level of concern that appears to 
justify the increased surveillance. Consideration of this SHUVRQ¶V 
rationality becomes excluded in favour of the more YLVLEOH ³ULVN\´
characteristics that have been associated with the service user in their 
construction as a risk object (Boholm and Corvellec 2011).  
Alongside the direct consequence for the service user there appears to 
be an implication for the mental health professionals too (see chapter 
11 for more detail).  Within these two examples both the nurses share 
a difficulty associated with the decision to reduce the level of 
observations that the service users were on.  In this respect the 
consequences of being designated a risk object to the exclusion of 
other characteristics and the resultant increased controls serve to 
perpetuate that these controls are necessary.  
Containment as a response to risk objects is less evident within the 
community. However, participants highlighted the barrier that being 
associated with risk can pose for individuals trying to access 
resources, even within mental health services.  More evident within 
this case study was a brief reference to awareness amongst service 
users of being subject to control measures at the hands of mental 
health services.  
³I have got another client who says I am a police officer you 
know a community police nurse is what a CPN stands for. 
And we are a form of social control and policing, we police 
people¶VEHKDYLRXUVRDOWKRXJKLWVRXQGVTXLWH³RKJRGKH¶s 
mad and psychotic and delusional LW¶V not far off the truth in 
that kind of alternative way of thinking´  (Marcus) 
5.2.3 Summary 
Within both the in-patient and community setting it is proposed 
service users were pre-dominantly constructed as risk objects.  
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Service users are defined as both objects devoid of autonomy and also 
as beings seen to pose a danger through the linking of objectification 
with risk.  The implications of this construction interpreted within the 
data have been considered in terms of the controls risk objects are 
subject to, in particular observation and medication.   To suggest that 
this was an unconscious process instigated by mental health 
professionals would be an over-simplification.   During the interviews 
some participants were explicit about the dominance of risk in mental 
health services and the influences contributing to this position.  Risk 
objects are part of a network according to Hilgartner (1992), the 
following chapters will proceed to explore the impact of professional, 
organisational and social influences on constructing service users as 
risk objects as part of this network.  
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5.3 Chapter 11: Distancing 
 
The construction of service users as risk objects has been examined.  
Identifying and treating people with mental health problems as an 
object has been considered an important part of this mechanism. This 
chapter explores the conditions by which objectification is created 
and maintained in the case study settings.  In this discussion I focus 
on a spatial and relational distancing process interpreted in the data 
which is expressed through the structures of decision making and 
professional roles.  
5.3.1 Decision Making Structures 
The relationship between health professionals and service users is 
spatially located and as such examining the constitution of this spatial 
component can give insights into the nature of the relationship 
(Liaschenko 1994).  Using extracts from the data in this section I 
consider how mental health professionals in Lawrence ward and the 
community teams are physically distanced from service users.  The 
implications this has for creating the conditions for the construction 
of service users as risk objects will be examined. 
³ I mean we tend to sort of on a shift by shift basis, we kind of 
discuss as a team, you know whose on,  more so between 
TXDOLILHG,WKLQNWKDQZLWK+&$¶V.  Though partly because  up 
here there does seem to be, as a qualified you do seem to 
struggle to get out of the office a bit but we do try and involve 
+&$¶VDVZHOO%HFDXVHREYLRXVO\ WKH\¶UH on the shop floor 
quite often, PRUH WKDQ XV DQG VHH WKLQJV WKDW ZH GRQ¶W. So 
WKH\¶OO EH LQIRUPDO GHFisions like that, ward round,  if the 
6+2¶VDUHRIWHQXSDFRXSOHRIWLPHVDZHHNVRZH¶OOKDYH a 
chat with them in the office, sometimes with the pharmacists 
LILW¶VDSDUWLFXODUPHGVUHODWHGWKLQJVXSHUYLVLRQDQGWKHQLI
\RX DUH MXVW VSHDNLQJ WR SHRSOH¶V FRPPXQLW\ WHDPV DV Zell. 
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Obviously you have got tribunals and managers panels and 
what have you but that is not a day to day type thing where 
we make decisions´=RH) 
Zoe identifies that as a registered nurse the majority of her time is 
spent in the office where as those locateG ZLWKLQ WKH ZDUG RQ µWKH
VKRS IORRU¶ DUH KHDOWK FDUH DVVLVWDQWV  7KLV UHIOHFWV P\ RZQ
H[SHULHQFHVZKHQREVHUYLQJGLVFXVVLRQVRILQGLYLGXDOV¶FDUHDVWKHVH
tended to take place within the office, ward round or handover. In 
terms of decision making all references to interpersonal interactions 
in this extract, concern professionals and none recognise the service 
user. As such their presence is not visible or acknowledged here. 
Malone (2003) distinguishes three spatial types between nurses and 
patients which are essential notions within hospital nursing; physical 
proximity, narrative proximity and moral proximity.   Physical 
SUR[LPLW\ LQFRUSRUDWHV QXUVHV¶ SUDFWLFDO FORVHQHVV WR SDWLHQWV WKHLU
UROHLQFDULQJIRUWKHSHUVRQLQFOXGLQJWKHµGLVHDVHG¶PLQGDQGERGy. 
:LWKLQ WKLV H[WUDFW =RH¶V SK\VLFDO FORVHQHVV WR VHUYLFH XVHUV LV QRW
expressed.  This is evident through her spatial occupation of the 
office, an area of the ward that is not open to service users and whose 
access to the space is controlled by those professionals inside the 
office.   The ward office is described by Andes and Shattell (2006) as 
a fortress that patients need to breach in order to speak with a nurse. 
Proximity has been threatened through social, cultural and 
organisational changes in healthcare (Malone 2003). Nursing work 
has been reorganised so that they have become coordinators rather 
than deliverers of care (Flaskerud, Halloran, Janken, Lund and 
Zetterlund 1979, Malone 2003). 7KLVUHIOHFWV=RH¶VGHVFULSWLRQRIWKH
healthcare assistants as being located physically on the ward and 
therefore in closer proximity to service users. The value of such 
proximity is implied in her recognition that there is some benefit in 
this reduced distance µWKH\DUHRQWKHVKRSIORRUPRUHWKDQXVDQGVHH
things ZH GRQ¶W VHH¶ 7KLV UHIHUHQFH WR IUHTXHQF\ PLUURUV 0DORQH¶V
(2003) assertion that proximity is temporally as well as spatially 
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located. Unqualified members of staff are most commonly those 
involved in direct interaction with service users within in-patient 
settings (Bee, Richards, Loftus et al 2006).  This closeness does not 
necessarily translate into input from healthcare assistants during 
decision making.  They did not attend decision making forums such 
as ward round and on the only two occasions that I observed on 
Lawrence ward where a healthcare assistant shared their views in 
relation to a SHUVRQ¶V care, these views were overridden by the 
nursing staff. 
The spatial distance is further emphasised when considering the 
relation between psychiatrists and service users in the context of 
decision making. 
³I think if a patient wants leave, OHW¶V say section 17 leave; 
the nursing staff will go into ward round, hand over how that 
patient has been over the past week, hand over what they 
think over whether a patient should have leave or not, have a 
bit of a discussion about it and then the consultant will either 
agree or disagree to leave. He will write the section 17 form 
or kind of document it in the notes the plans for leave. Then I 
suppose decisions after that would be if the patient 
deteriorated and we kind of thought, from leave being agreed 
Monday for the weekend and it was Friday and the patient 
was deteriorating, mental health or whatever, ZH¶GGLVFXVVLW
DQG PDNH WKH GHFLVLRQ RI QR \RX¶UH QRW GRLQJ ZHOO HQough, 
especially  with a section it can be rescinded by nursing 
staff.´(PPD) 
Emma acts between the consultant and service user.  The person 
becomes doubly distant from the medical staff both in terms of 
physical proximity and distance from decisions being made. The 
GHFLVLRQLWVHOIUHJDUGVWKHSHUVRQ¶VOLEHUW\DQGQRWDEO\WKHGLVWDQFLQJ
here is taking place within the framework of the Mental Health Act.  
Alongside Zoe, Emma highlights the ward round as the forum for 
196 
 
discussing and making decisions in relation to people¶s care. It is this 
ward review that provides the boundaries for Emma, acting between 
the doctor and service user. Ward rounds are the most common place 
for consultants to meet with their patients within acute wards 
(Hodgson, Jamal and Gaythri 2005) yet are not valued by service 
users (Rose 2001). Spatially, on Lawrence ward these were located 
within a setting at the end of the ward away from service users with 
professionals acting as gate-keepers to participation.  Participants on 
Lawrence ward identified the consultants as having the most power 
within decision making whilst service users and health care assistants 
have minimal influence.  This suggests an emergent inverse power 
relationship between proximity to service users and influence in 
decision making.  
Within the community team, decision making forums most frequently 
occurred in the team office base.  These forums were reported as 
regular discussions between different members of the multi-
disciplinary team, primarily nursing and social work staff, team 
managers, consultants and the psychologist.  
³There are shift leads who you would expect to lead that 
process and ensure those decisions are made and then there 
will be the twice weekly MDT decision making sessions 
where HYHU\ERG\¶V care is reviewed.  Medics are present 
there as well so there will be decisions about whether or not 
VRPHERG\¶V PHGLFDWLRQ QHHGV WR EH DOWHUHG, whether or not 
we make bigger decisions about whether or not mental health 
act assessments are going to be called for example. But quite 
NLQG RI VLJQLILFDQW FKDQJHV WR VRPHERG\¶V FDUH EXW DOVR
minor tweaks and nudges as well and then there is the CPA 
meetings which are meant to take place at least annually but 
we attempt to do more often than that in AO where service 
users themselves and carers should be present and other 
people who are involved in people¶s care so it¶s more of a 
collective response.  But even though individuals  DUHQ¶W
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present on a weekly or even daily basis their views and 
opinions should always be taken into account in terms of 
GHFLVLRQVDERXWVRPHERG\¶VFDUH.´ (Jack) 
Jack refers to significant decisions being made within these team 
meetings.  This is a common theme in the interviews in the 
community setting where complex decision making was clearly 
located within weekly discussions between mental health 
SURIHVVLRQDOV :KLOVW-DFN¶VH[WUDFWPDNHVPRUHYLVLEOHWKHYRLFHRI
service users, spatially they are not present within the regular decision 
making structures (with the exception of the annual CPA review) 
VXSSRUWLQJ 0DORQH¶V  DVVHUWLRQV UHJDUGLQJ WKH HURVLRQ RI
physical proximity.  Other references were provided in the interview 
data from the community case study of straightforward decisions that 
would be made with a service user. Examples included arrangements 
for a visit but the more significant the decision was perceived to be 
the greater the spatial distance there was from the service user as the 
situations were brought to the multidisciplinary forums for discussion.   
The spatial distance between professionals within the community 
team setting and service users was also influenced by the role of 
administrators (associated with the team or the building).  
Team B observation notes, day 1  
Administrator comes into the office to report they had taken a 
PHVVDJH IURP/XNH¶VPRWKHUKH¶VKHDULQJYRLFHV WKHVHDUH
getting worse, VKH¶VZRUULHGDERXWKLP/XNH¶VNey worker is 
on the next day ± it was decided by the nurses in the office for 
the message WREHGHIHUUHG WR/XNH¶VNH\ZRUNHU. Green dot 
placed on board, directly by nurse, not really any discussion 
(Interpretation at time ± interesting how much administrator 
gate keeps as 3rd message from client or carer that is passed 
on today). There has been discussion during the morning with 
other agencies, wards and professionals regarding decision 
making on the phone. 
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:LWKLQ WKLV H[WUDFW LW LV WKH WHDP¶V DGPLQLVWUDWRU ZKR KDV GLUHFW
contact with service users or family members over the telephone 
when they initiate contact with the service.  The decision in terms of 
how to respond to this contact (in the short term) is taken by the 
mental health professionals present in the office who have not had the 
direct interaction with the service user or family member at that point. 
This could reflect an inverse power relationship between proximity 
DQGDXWKRULW\LQGHFLVLRQPDNLQJ+HUH/XNH¶VPRWKHULVVSDWLDOO\WKH
closest but has minimal influence in the response to her son.  
The psychiatrists within the community setting placed greater 
emphasis on developing relationships with service users though there 
were other factors that influenced the extent of the distance between 
them and service users.  This difference is examined in Chapter 12 
and 15. 
The home as the place of care can promote different and in some 
cases more equal power relationships between health professionals 
and patients (Peter 2002). Liaschenko (1994) highlights that the 
H[WHQVLRQ RI KHDOWKFDUH LQWR SHRSOH¶V KRPHV WKUHDWHQV LQGLYLGXDO
agency, traditionally expressed within this privately bounded space.  
The capacity of people with mental health problems to express this 
agency is even more limited through the legislation that they are 
subject to which can define their use of place and extend into their 
home.   
³:HOO PRUH UHFHQWO\ WKHUH¶V D FOLHQW ZKR LV DFtually in 
hospital at the moment, but it probably got to, we were 
putting in a lot of support you know at least 3 visits a week 
sometimes more. I think it got to a point where I had to move 
towards a mental health act assessment because (pause) of 
family and police, housing patch managers all kind of you 
know communicating with me one thing or another and I 
guess all those things together kind of added up but I did try 
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and manage that for as long as I could before I called for a 
mental health act assessment.´$QGUHZ) 
Within this extract, extensions of healthcare into the persons own 
environment is evident alongside the impact of the Mental Health Act 
in altering the place of the service user from home to hospital. This 
reinforces the perspectives outline in Chapter 3 that Mental Health 
Legislation means people with mental health problems are subject to 
compulsion in ways others are not (Szasz 1989, Vassilev and Pilgrim 
2007).  
7KRXJK WKH FRQFHSWRI /LDVFKHQNR¶V KRPHDV D VSDFHZKHUH
agency can be respected is challenged by the many difficulties faced 
by people using assertive outreach services, that may include those 
without a home or living in transient housing environments (Wharne 
2005).  Assertive outreach models have been commended for holistic 
strengths based approaches to care alongside the provision of 
practical support to people who due to the complexity of their needs 
can miss out on help provided by statutory services (Sainsbury Centre 
for Mental Health 1998, Meaden, Nithsdale, Rose et al 2004, Morgan 
and Felton 2013).  However, concerns have been expressed that the 
FRQFHSWRI µDVVHUWLYHO\¶ engaging with service users can be coercive 
ZLWKSUHVVXUHVWRFRPSO\ZLWKWUHDWPHQWDQGVHUYLFHGULYHQDJHQGD¶V
FRQVHTXHQWO\XQGHUPLQLQJDQLQGLYLGXDO¶VDJency (Williamson 2002, 
Davidson and Campbell 2007).   
Decision making structures evident within the case study settings may 
promote a distance between service users and professionals. This 
LQKLELWV LQVLJKW LQWR SHRSOH¶V VXEMHFWLYH H[SHULHQFH FRQWULEXWLQJ to 
the conditions where objectification is possible.  Treating a person as 
an object is part of the process of being defined as a risk object.  
5.3.2 Environment  
Control of and access to the environment within the case study 
settings is related to the spatial distancing between service users, 
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mental health professionals and wider society.  Within Lawrence 
ward, a decision had recently been taken by the organisation for the 
ward door to remain locked, though the mechanism for this had yet to 
be fitted.  
Extract from observation Lawrence ward, Day 1 and 2  
The ward is currently open but will be being turned into a 
locked ward, with a fob system being introduced.  The nurses 
talked about being worried that the people on the ward may 
be feeling trapped, that thH\ZRXOGQ¶WEHDOORZHGRXWIRUDELW
RI³TXLHW´WLPH 7KH\ZHUHDOVRZRUULHGWKDWVWDII WLPHZLOO
forever be taken up by being at the door.   
More conversation about the locked door. Nurses felt this 
was about the abscontion risks of having an open door which 
would mean they would have less need to transfer people to 
[other locked ward]  ,W¶V XQFOHDU ZK\ WKHUH KDV EHHQ D
GHFLVLRQWRJRWRWKHORFNHGGRRU6RPHVWDIIGRQ¶WDJUHHZLWK
but suggest LW¶VQRWRXUVDVWRTXHVWLRQ why.   
The implications of a locked door for service users freedom of 
access to and from the ward is recognised by one of the nurses 
during their discussion, which was compared to the potential 
within unlocked environments for people to leave the ward 
without permission and therefore abscond.  This was despite 
evidence to suggest that abscontion is associated with a broader 
range of factors such as service users experience on the ward and 
personal responsibilities (Bowers et al 2003).  Historically, locked 
asylums have been recognised as a mechanism of segregation and 
containment, spatially and ideologically separating the mentally 
distressed from the general population (Scull 1979, Philo 1987). 
Locked doors on Lawrence ward enable a clear spatial distinction 
to be drawn between those inside the ward and those outside 
(them and us) with access between the two being governed by the 
staff on the ward via the fob access.   
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However, Foucault (1977) notes hospitals carefully designed their 
openings and means of access, developing a system of 
surveillance as a form of disciplinary power.  In this respect the 
introduction of the locked door may be replacing a containing 
system of surveillance with a mechanical one, reflective of a 
general trend within acute psychiatric environments towards 
locked doors (Ashmore 2008).  A comparison of the currently 
unlocked Lawrence ward with the locked acute ward located in 
the same building was made by some of the participants, 
particularly due to their rotation between the wards.  The locked 
door was seen to provide some security for staff in terms of 
decision making, particularly in relation to reducing observation 
level (and therefore surveillance). 
The configuration of space is different for service users using 
community mental health teams.  Team A & B were based at 
Acorn centre.  Here access to the space was also tightly controlled 
by mental health services. 
This extract is taken from field notes of the second day of 
observations at Team A.  Carl had a red dot against his name on 
WKHERDUGDVKHGLGQ¶WKDYHDSermanent home. He had arrived at 
the reception of the building where the team is based that 
morning.  His key worker Tim was talking about the situation 
with Carl in the morning handover  
He [Carl]  has arrived in reception not sure what he wants, he 
has been coming every day.  He should be encouraged to go 
to housing advice but not sure ± depends on why he has 
FRPH,W¶VSUREDEO\IRUPRQH\RUFLJDUHWWHV+H¶VDVNLQJIRU
coffee- is it a good idea it might keep him quiet (there is no 
communal coffee). Different member of staff (Mike, HCA) ± it 
would be better not to start that [giving him coffee]  or it will 
never stop.  Tim says he has rung housing aid.    Tim offered 
202 
 
to drop him off but not sure if he will go as he has sabotaged 
the placement already. 
Mike says - ZH¶OO MXVW KDYH WR ULQJ WKH SROLFH WR DVN KLP WR
leave. He used to do this in the previous team base and has 
damaged furniture in the past.  Carl asked to speak to Tim, to 
chat with him.  Tim said that the dilemma was whether to 
give him coffee or not, it KHOSHGWRFDOPKLPEXWGRQµWZDQWWR
reinforce him to expect this or encourage him to come down.  
Conversation returned to Carl later that morning 
Tim took coffee to him outside, coffee worked though he 
ZRQ¶W JR WR KRXVLQJ DLG RQ KLV RZQ EXW ZLOO EHJ for food. 
Need to deal with as worried about whether he will come 
back over the weekend. More concern about Carl± 'RQ¶W
want him in here at the weekend with minimal staff, adjusting 
arrangements for opening up building to avoid access.  
The ways in which people with mental health problems have access to 
and use different spaces within an urban setting is seen to reflect their 
status as a marginal group (Pinfold 2000).  Within the context of 
community care mental health centres can provide a place where the 
expression of distressing symptoms is permitted, in a way it would 
not be in other places such as the city centre (Parr 1997). Yet the 
UHIHUHQFHVWR&DUO¶VXVHRIWKHEXLOGLQJZKHUHWKHWHDPZDVEDVHGLQ
this vignette are focused on moving him away from the building or 
preventing him accessing it.  The debate amongst the staff about 
whether to offer him a drink highlights a concern that there could be a 
cost (him returning) in making him too comfortable in those 
VXUURXQGLQJV &RQWUDU\ WR 3DUU¶V  VXJJestion the community 
centre is not providing an environment where his distress is accepted, 
instead there is a move towards excluding service users from the 
space.  
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Difference can be spatially situated.  Here is an example of a space 
utilised by professionals where complex and important decisions are 
made.  The boundaries of this space are protected from the inclusion 
RIVHUYLFHXVHUV'HPRQVWUDWLQJDVHSDUDWLRQRIWKHµXV¶ZKRDLPWR
SURWHFWRXUVSDFHDQGSUHYHQW WKHµWKHP¶IURPHQWHULQJRU UHPDLQLQJ
in it (Wolch and Philo 2000). This utilisation of the community 
building was represented in further examples during the interviews 
and observations. A spatial segregation reflective of the position of 
people with mental health problems in the wider community is 
observed within the team base whereas the locking of the ward 
mirrors the spatial segregation of the total institution. Such spatial 
segregation according to Philo (1997) results from an understanding 
RIµPDGQHVV¶DVGLIIHUHQFH 
This section has considered a physical distance evident between 
service users and mental health professionals in the case study 
settings and how this is framed through decision making structures. 
Power to influence the decision making process appears inversely 
related to the proximity that a person or professional group has with 
the service user.  The construction of spatial relationships and the use 
of space within Lawrence ward and the community team begins to 
illustrate a separation between people with mental health problems, 
mental health professionals and society.  The following discussion 
will consider the implications of this separation and how this links 
with service users being defined as risk objects.  
5.3.3 Relational  
The distance between qualified mental health professionals and 
service users extends beyond a physical one to include distance 
within the relationship between the two.  
 ³<RXGRQ¶WJHWWKDWRSSRUWXQLW\XSKHUHWKHVDPH<RXKDYH
got 25 patients and you have got on average of 2 or 3 staff 
nurses a shift and  \RXMXVWGRQ¶WJHWWKHRSSRUWXQLW\WRGRLW
LW¶VDVKDPH\RXGRGHSHQGDORWRQ\RXUFDUHVWDIIZKRGR
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VSHDN WR WKHSDWLHQWV D ORWPRUH<RX¶UHREYLRXVO\ZDWFKLQJ
how somebody is presenting, if you can see someone 
becoming more agitated, anxious then you can say to them 
come and have a chat with me and make a decision from 
WKHUHLW¶V sad more than anything´1DWDOLH 
Within this extract Natalie communicates a lack of interaction with 
patients on the ward. Instead, informal observation is again 
highlighted as a means of relating to service users, identifying when 
conversing directly with a service user would need to take priority.  
According to Malone (2003) narrative proximity within nursing is 
FKDUDFWHULVHG E\ JHWWLQJ WR NQRZ WKH SHUVRQ¶V OLIH VWRUy and sharing 
this knowledge with others who have a caring role for them.  Within 
WKLV H[WUDFW WKH RQO\ UHIHUHQFH WR WKH SHUVRQ¶V SRVVLEOH VXEMHFWLYH
experience is viewed in the context of a medicalised expression of 
emotion rather than consideration of thHSHUVRQ¶VRZQQDUUDWLYH7KH
arrangement of staffing is highlighted by Natalie as a barrier to 
relating directly to the person.  Problems created by nurses role as 
coordinator of care and the increased use of temporary staff are 
recognised by Malone (2003) as hindering the physical and therefore 
narrative proximity in nursing.   Nurses are prevented from spending 
time with service users and getting to know their story. This process 
LV UHIOHFWHG LQ WKH H[WUDFW IURP 1DWDOLH¶V LQWHUYLHZ +RZHYHU
alternative perspectives have been promoted to suggest that nurses do 
actively avoid developing relationships with service users (Flaskerud 
et al 1979, Moyle 2003).  
Within the community setting there was less frequent evidence of 
distancing from the narratives of service users.  However, where this 
did occur this was often surrounding choices regarding medication  
³I suppose one of the slightly different examples would be 
when there are slight differences of opinion amongst say for 
example me and our doctor. I have got another client who is 
got a diagnosis of schizophreQLDEXWLVQ¶WRQDQ\PHGLFDWLRQ
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HH ZDV YLVLWHG E\ D MXQLRU GRFWRU ZKR IHOW VKH ZDVQ¶W LOO
enough for him to prescribe anything and that was something 
that I bought to the MDT for lots of other people to discuss. 
Really because both me and the support worker who sees her 
a lot feel that she might benefit from medication. She is in 
residential care so it would be quite easy for people there to 
help administer that; she is a bit ambivalent herself.´ (Eric) 
(ULF¶V GHVFULSWLRQ SURYLGHV OLPLWHG LQVLJKW LQWR WKH SHUFHSWLRQV
associated with medication for the woman he is working with and 
what this means in relation to her own narrative. Here her experience 
is understood in terms of her diagnosis and how this diagnosis relates 
to a need for her to take medication.  Discussion regarding this 
decision is something that was taken to the MDT and therefore 
distanced from the woman involved. Malone (2003) identifies that 
³VWDQGDUGLVHG V\VWHPV´ can promote distance; here Eric focuses on 
her diagnosis which may act as such a standardised system. A further, 
though isolated example of insight into distancing from the persons 
narrative was provided by Tanisha, a healthcare assistant working in 
Team B.   
'RQ¶W UHDOO\ NQRZ VRPHtimes you can have it with certain 
clients, not everyone knows all the clients in the team. I have 
clients who are African-&DULEEHDQ¶V WKH\ GRQ¶W OLNH
medication, think been putting things in it, phoney names we 
GRQ¶W XQGHUVWDQG LW They could manage as they are in 
Jamaica but not in England.  If they do anything outside the 
hRXVHLQ(QJODQGWKH\¶UHVHHQDVRGGLOO in -DPDLFDLW¶V2.
people chat and talk in the garden to themselves.  Here you 
tell the person to take their medication because of this«Not 
understanding background and culture, once understand 
culture and background able to understand people and there 
are no barriers. (Tanisha, not recorded) 
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Tanisha describes how as a service, there is potential for professionals 
to be distanced from individuDOV¶QDUUDWLYHVGXHWRDODFNRIFXOWXUDO
understanding.  This is located in a social context, as the country and 
dominant culture is seen to medicalise experiences which may be 
accepted in Afro-Caribbean cultures.   Mental health services in the 
UK have commonly been criticised for cultural bias in diagnoses and 
misinterpreting cultural expressions as symptoms of illness (Fernando 
2005). The increased incidence of people from Black African and 
Afro-Caribbean populations receiving physical treatments and being 
subject to compulsory care is well documented (Fernando 2005, CQC 
2011).  
Participants distance from interaction with service users in the in-
patient ward and examples of distance from their subjective 
experiences in the community suggest a relational distance between 
mental health professionals and service users in this study.  These 
processes are closely related to the features identified as part of 
objectification in Chapter 9 that enable people to be constructed as 
risk objects as they entail moving away from the subjective 
experience of service users.  For Malone (2003) moral proximity is 
dependent on narrative proximity, moral proximity incorporates the 
actions of being there for this patient, of distinguishing their 
experiences as unique.  Using the vignettes from Natalie and Eric a 
lack of moral proximity through either not being there or failing to 
FRQVLGHU WKH LQGLYLGXDOLW\ RI WKH SHUVRQ¶V H[SHULHQFH EHFRPHV
evident. TKH REMHFWLILFDWLRQ FKDUDFWHULVWLF RI µIXQJLELOLW\¶ WUHDWLQJ
everyone as the same (Nussbaum 1995) can be recognised here.  
Moral proximity is characterised by professionals being closely 
H[SRVHGWRDQLQGLYLGXDOV¶GLVWUHVV<HWFRQYHUVHO\LWLVWKHSRWHQWLDO
consequences of such close interaction with others vulnerability and 
pain that provides further reason for a distal relationship (Menzies 
Lyth 1960, Williams 2001). This paradox creates the potential for 
tension for healthcare professionals. Within the data a number of the 
nurses interviewed within the in-patient setting referred to a difficulty 
207 
 
in managing tensions in certain scenarios.  These tensions were often 
narrated as incongruence between what was perceived as a service 
user¶V SUHIHUHQFH and what the professional viewed as the gains of 
that action for the person.  
³«they might be quite strongly opposed to medication now 
but in a few months time when LW¶V up to a therapeutic range 
DQG WKH\¶UH ZHOO WKH\ PLJKW EH UHDOO\ JUDWHIXO IRU LW.  
Sometimes you feel you have got to make a decision that 
somebody, you know they are not going to like. And you 
almost feel you have kind of betrayed them, because you have 
built up a therapeutic rapport and they see you as doing 
somethiQJWKDWWKH\GRQ¶WZDQWVRPXFK%ut you kind of just 
have to see the bigger picture I suppose and say you know it¶s 
JRLQJWREHQHILW\RXLQWKHORQJUXQEXWLWGRHVQ¶WDOZD\VIHHO
very nice.´=RH) 
According to Menzies Lyth (1960) part of the system that develops to 
manage such anxiety experienced by nurses is to repress or deny these 
troubling feelings.  Within this example, whilst Zoe does 
acknowledge that these tensions result in an unpleasant feeling, these 
are rationalised and therefore undermined as a necessary part of 
delivering care in a person¶s best interests. The consequence of such 
tension would be to avoid the situations that create the anxiety, which 
is relating to patients.  According to Menzies Lyth (1960) this is 
achieved at a systems level through the organisation of healthcare 
work and tasks. The spatial and relational distancing identified within 
the case study settings may be a function of managing tension as 
XOWLPDWHO\ µFORVHQHVV¶ WR VHUYLFH XVHUV LV DYRLGHG WR PDQDJH WKHVH
uncomfortable feelings.  This avoidance is viewed in the distancing 
from those associated with risk (service users), therefore spatial and 
relational distancing functions to both create and maintain the 
conditions for the construction of service users as risk objects.  
Professionals avoid the distress caused by working with risk objects 
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which creates the very conditions that enable them to be constructed 
as objects of risk in the first place.  
³I think time can be, I think we can sometimes get distracted 
by other things. I think it can be kind of work can be very 
intense and sometimes by the end of the week if you have 
been working all week people are pretty worn out. And by 
Friday afternoon you are thinking, you know you have got 
your fingers crossed that nothing is going to come in that is 
too sort of disturbing. But at the same time you are going to 
be conscious of that; thinking keep focussing keep looking out 
IRUZKDW¶VJRLQJRQ.  Perhaps on a Monday morning as well, 
equally is that when you are new to the week you are not 
warmed up yet, you are not in the swing of it yet, there are 
dangers that you might kind of miss things for whatever 
reason. There is stuff there about people not feeling confident 
about their decisions because they may feel they might be 
criticised for that or be scared of the ramifications.´-DFN) 
Jack identifies the demanding nature of a role working in mental 
health services suggesting that this might mean for some there is a 
difficulty coping with such complexity and being able to make clear 
GHFLVLRQV'HFLVLRQVDOVRFUHDWHDQ[LHW\0HQ]LHV/\WK¶VZRUN
identifies a number of mechanisms used by nurses to reduce the 
anxiety associated with decisions.  Her work examined the personal 
costs of nursing and the DVVRFLDWHGUHVSRQVLELOLW\-DFN¶VGHVFULSWLRQ
here alludes to the personal costs and tensions of remaining vigilant 
IRU µGLIILFXOW\¶EXWZLVhing to avoid it.  According to Menzies Lyth 
(1960) responses such as those outlined by Jack represent part of a 
defence mechanism characterised by avoidance of the emotional 
experiences associated with guilt and uncertainty which are created 
by healthcare work. A successful defence is achieved by avoidance or 
removal of those tasks and relationships that cause anxiety.  These 
anxieties for Menzies Lyth (1960) are grounded in a psychodynamic 
defence mechanism arising from interaction of primitive instincts.  
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Such defence mechanisms are important for understanding the role of 
distancing, as interpreted within the data for enabling the construction 
of service users as risk objects.  
The issue of risk appeared to create such an anxiety for some of 
the participants. 
³I think going back to what I have said is within mental 
health it is hard.  I think people do find therapeutic risk 
taking hard and this sounds awful but OHW¶V be honest if 
everyone was on a section everything would be easier but 
they are not and thaW¶VQRWDgood idea.  Because you do get 
voluntary patients which is good, that they think I need to 
come to hospital to get well but I do think people think if 
everyone was on a section it would be a lot easier because 
then you have a lot more control.´  (Kimberley) 
Within this extract from Kimberley on Lawrence ward she highlights 
the area of decision making around risk, in particular therapeutic risk 
taking and reducing the controls placed on people by mental health 
services as creating difficulty.  The Mental Health Act is perceived as 
a mechanism to help manage this as it creates a degree of certainty 
and control for the professional. Risk is related to uncertainty and has 
been defined as, both the threat posed by uncertainty and the response 
to this thUHDW$ODV]HZVNLDQG&R[RQ.LPEHUOH\¶VUHDFWLRQWR
this uncertainty and the threat that it causes in the extract above is to 
appeal to a situation where it is perceived more certainty is created by 
the boundaries of legislation.   
Unease about risk was also expressed by professionals in the 
community team. Here Louise explains that it is something that is 
ever present,  
³So but I think weighed against that there is all this thing 
about risk and I think it does affect our practice definitely. It 
is always in the back of your mind and I think we have all got 
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that mentality of in certain situ« well maybe all the time but 
certainly in certain situations.´ (Louise) 
Perceptions of risk can create concern as expressed by Louise; 
Hawkes et al (2009) discovered WKDWWKHWHUPVµULVN¶DQGµZRUU\¶ZHUH
used interchangeably by participants in their research examining risk 
awareness.  In this respect, risk creates feelings of anxiety for 
participants. Returning to the work of Menzies Lyth (1960), defences 
are instigated by professionals to avoid the experience of such 
feelings, promoting a distal relationship from those perceived to be 
associated with risk and therefore such distress. Godin (2006) 
highlights how such perceptions of risk in mental health services can 
LQWHUIHUH ZLWK WKH µFDULQJ¶ IXQFWLRQ RI PHQWDO KHDOWK QXUVLQJ
Identification of a concern regarding risk has been suggested in itself 
to create an experience of unease for participants.  However, it is in 
the association of this risk with service users that acts to create and 
perpetuate a desire for distance.  
Risk is associated with both negative feelings for participants and the 
QRWLRQRIµXQFHUWDLQW\¶ $QDVSHFWDVVRFLDWHGZLWKXQFHUWDLQW\LV WKH
unknown.  Within the study knowledge of the patient was identified 
by participants as significant in relation to decision making. Here not 
knowing the person was generally viewed as problematic.  
³, WKLQN RQ D GDLO\ EDVLV GLOHPPDV RFFXU , GRQ¶W WKLQN PH
personally that a dilemma GRHVQ¶W RFFXU GDLO\ ,t could be 
VRPHWKLQJ WKDW¶V ZKDW PLJKW EH VLPSOH WR VRPH SHRSOH DV
reviewing a patient¶VREVHUYDWLRQ OHYHOV)RUPH LWZRXOGQ¶W
MXVWEHRKWKH\¶YHEHHQILQHIRUKRXUVOHW¶V do it, it would 
EHDPXFKELJJHUGHFLVLRQ,WKLQNWKDW¶VSUREDEO\SDUWRIP\
insecurities rather than anything else about doing the right 
WKLQJ«Are we doing it at the right time ? Do we know the 
patient well enough to be doing this at the moment? «%ut LW¶V 
WKDW GHFLVLRQ DW WKDW SRLQW ZKHUH WKH GLOHPPD IRU PH ,¶YH
nursed this patient for maybe 8 hours, do I know them well 
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enough? Does the documentation give me enough 
information to say yes we can take them off observations 
now?´&KDUORWWH) 
Initially, this vignette could be viewed as challenging the 
interpretation that there was a physical and relational distancing 
between service users and staff in the case study settings, as Charlotte 
expresses a desire to have narrative proximity. However, it is the 
identification of patients as unknown that creates feelings of anxiety 
here. This perpetuates both a perception of the person as a risk and, a 
need to maintain a distance in order to defend against such feelings 
created by the uncertainty of risk. Being unknown in the form of 
stranger is also a feature of otherness. From a psychoanalytic 
perspective the most hidden part of our unconscious (which is not 
known to ourselves) becomes so distressing that it is something that is 
externalised onto others.  According to this perspective, projection 
onto strangers enables us to act out the hostility towards them that we 
really feel towards what is unknown within (Kearney 2003).  In this 
respect, the unknown other becomes a threatening stranger, who is 
defined as different from self and therefore needs to be kept at a 
distance.  Otherness is significant to risk and the fears projected onto 
different social groups (Douglas and Wildavsky 1982, Lupton 1999).  
That which is seen as different from self and therefore strange is the 
focus of concern and potential danger, a risk (Lupton 1999, Warner 
and Gabe 2004). This contributes to a dual process for some 
participants, one of distancing due to protection of self from 
dangerous other and also distancing as defence against the anxiety 
created by this conceptualisation.  
Uncertainty, in healthcare staff is created where there are these 
expectations of difference in patients.  This can impact on their 
experiences of care and create the potential that they become 
overlooked or treated differently (Myhrvold 2006).  This is discussed 
by Louise, as she identifies that some of her colleagues perceive 
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people with mental health problems in a way that means they are 
treated unequally.  
³«there can be some dreadful attitudes sometimes; I think 
UHDOO\,¶PVXUHLIWKLVLVULVNRUZKDWHYHU. Recently they were 
talking about having some sort of weekend break with some 
clients and they were talking about where they can go. I think 
Skeggy was mentioned and someone said, I think centre parcs 
and then there was an attitude, RK ZHOO \RX FRXOGQ¶W WDNH
them there kind of like, ZHOOWKH\GRQ¶WEehave themselves or 
WKH\¶UH QRW, they are not good enough to go there. I mean 
WKDW¶VDSSDOOLQJ, absolutely appalling really. And you can get 
that a little bit with some of the supported, ,GRQ¶WNQRZKRZ
much you know the supported accommodation but my 
favourite is [name of unit]  because it¶s homely and it¶s nice.  
Sometimes when supported accommodation has been 
GLVFXVVHGIRUVRPHRIWKHFOLHQWVDQG,¶OOVD\³RKZKDWDERXW
[namHRIXQLW@"´DQGWKH\¶UHOLNHRKWKH\FDQ¶WJR there. It¶s 
almost too nice for thHP DQG \RX¶OO OLNH RI course they can 
and you know people live up to their environment as well; 
you know if you are in a nice environment you are more likely 
to behave nice and that sort of thing so they can be a few kind 
of judgements like that which aren¶W WRR KHDOWK\ UHDOO\´ 
(Louise) 
/RXLVH¶V VXJJHVWLRQ WKDW FHUWDLQ VSDFHV PD\ QRW EH SHUFHLYHG DV
appropriate or accessible for service users reinforces a notion of 
spatial distancing. It also highlights the position of people with mental 
health problems as µRWKHU¶SHUSHWXDWLQJPRUDOGLVWDQFLQJZKRQHHG
WREHNHSWVHSDUDWHIURPµXV¶ 
The strongest and most consistent evidence that challenges this 
position on distancing, is provided by the interviews with Lilly and 
Louise. Exploring data from these participants provided insight into 
how proximity may be promoted which is considered fully in Chapter 
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15.  However, where participants discussed their work with specific 
service users, there were instances where this included some reference 
to the persons own narrative though these were rare.  Within the 
H[WUDFW EHORZ GLVFXVVHG E\ 3ULPD 0DORQH¶V  QRWLRQ RI D
temporal component to proximity is again highlighted.  Here Prima 
draws on her knowledge of the person developed through her initial 
work with him when she was training to be a nurse.   
³, NHSW DUJXLQJ LW EHFDXVH , KDYH NQRZQ KLP VLQFH , ZDV D
student on the ward and kicking off, you know and really 
NLFNLQJ RII RQ WKH ZDUG EHFDXVH KH FDQ¶W GHDO ZLWK FORVHG
areas.  And you know around staff dominating on him, it¶s 
MXVW KH FDQ¶W GHDO ZLWK LW +H FDQ¶W GHDO ZLWK EHLQJ RQ WKH
ward in hospital and all sorts and I kept saying he was never 
going to have any bloods taken off him so how would we? 
You know because clozapine is quite personal if you get the 
bloods and you have to start with the weekly bloods and if 
VRPHERG\ LV VD\LQJ , DP QRW KDYLQJ WKHP KRZ FDQ \RX"´
(Prima)  
Both Edward and Sebastian the other consultants interviewed 
highlighted the importance of their relationship with service users and 
the need to listen to them. 
³I actually find it surprisingly easy because say in terms of 
their relationship with me they find it quite easy to forget who 
I am actually. They are happy just having a  relationship with 
another individual; WKDW¶VSDUWRI KRZ LWZRUNV as I guess a 
more extreme example of that was a sort of a chap one of our 
afro-Caribbean clients who when unwell believes that I am 
black as well as a way of allowing me to be safe . And so its 
kind of thinking that a big part of the skills set, I think its 
probably true, across the team that maybe and from a 
medical perspective, as we are seen as one of the purveyors 
of authority, is being able to divest yourself and I see doing 
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that in the context of  having a reasonably friendly 
relationship with someone.´(Sebastian) 
Within this extract Sebastian expresses a desire to reduce the distance 
between himself and service users, providing an example of when 
perhaps this has been successful.  Sebastian expresses a perception 
that the power associated with his role may have the potential to 
exacerbate a distance from service users and therefore investment in 
the relationship is needed to challenge this.  
An awareness of the impact of spatial distance as a result of the 
decision making structures on the wards is narrated by Natalie.  She 
discusses an example of a complaint being made by a service user 
who requested that the minimal number of people be present in ward 
URXQG1DWDOLHVXSSRUWVWKHSHUVRQVUHTXHVWWKRXJKGRHVQ¶WKLJKOLJKW
how this was advocated) but this is ignored by the consultant chairing 
WKH PHHWLQJ :LWKLQ WKH QDUUDWLRQ 1DWDOLH UHIHUV WR WKH SHUVRQ¶V
emotional experience. Through this example the inverse power 
relationship between proximity and authority in decision making is 
perhaps expressed.  
5.3.4 Summary 
Spatial distancing results in a separation from service users own 
experiences and an understanding of those experiences as unique to 
an individual.    Being removed from the person¶s subjective state 
creates the conditions were it is possible to act to treat a person as an 
object, denying their subjectivity, individuality and autonomy (as 
outlined in Chapter 9). The distancing process itself may be an act of 
protection by mental health professionals to manage the distress and 
anxiety created by working within health services with people who 
are unwell and traumatised.  However, it may also be an expression of 
a deeper desire for personal protection against the strange, dangerous 
DQG WKHUHIRUH µULVN\¶ RWKHU Distancing contributes to creating 
conditions in which people with mental health problems can be 
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constructed as risk objects as well as a consequence of this 
construction.  
 
 
  
 
 
 
 
5.4 Chapter 12: Professional Influences on the 
construction of risk objects  
 
Risk objects are constructed as part of a network with professionals 
acting as powerful agents in emplacing these objects according to 
Hilgartner (1992). Within this study it is proposed that central 
features of the network that act to emplace service users as risk 
objects are the influences of mental health professionals, the 
influences of the healthcare organisation and the influence of society.  
In this chapter I examine how the perceptions and actions of mental 
health professionals may contribute to constructing service users as 
risk objects.   
3URIHVVLRQDOV¶SHUFHSWLRQVDUHFOHDUO\VKDSHGDVSDUWRIDSURIHVVLRQDO
organisational, political and social system.  This chapter touches on 
these influences; though it specifically focuses on my interpretations 
RIWKHQDWXUHRISURIHVVLRQDOV¶H[Sectations and how these may act to 
construct service users as objects of risk.  Chapter 13 and 14 deal 
PRUHIXOO\ZLWKWKHZLGHULQIOXHQFHVRQSURIHVVLRQDOV¶YLHZVDQGWKH
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participants account of the constraints that was perceived to be placed 
on their decision making. 
5.4.1 Mental health professionals¶ perspectives on risk  
Risk was identified in the majority of interviews as a dominant part of 
the role of mental health professionals.   
³I think for an acute ward, risk is the key influence, in the 
whole reason why someone is admitted. Whether they be on a 
section or not the risks are obviously classed as great enough 
to warrant an in-patient admLVVLRQ«, JHQXLQHO\ WKLQN WKDW
risk assessment is continuous it¶s ongoing, LW¶VDQHYHU\GD\, 
every minute part of the role and it¶s probably the most 
important thing as to what influences decisions. For me 
personally it is and I think as an acute ward, WKDW¶VSUREDEO\
how an acute ward is run.  It¶s all about continuous risk 
assessment for each patient«³(Natalie) 
Risk appears increasingly present in the work of professionals, in 
particular those employed in health care. Managing risks associated 
with service users is a core competence for mental health 
professionals as highlighted by Natalie (DH 2006, NMC 2010, British 
Association of Social Workers 2012, Szmukler and Rose 2013).  
Within this vignette risk is presented as the reason the service is 
needed.  Risk is commonly perceived as a rationale for admission to 
acute mental health care (Bowers, Simpson, Alexander et al 2005); a 
position that was echoed by some of the respondents in the 
community team. As Natalie describes, risk becomes fore-grounded 
in relation to the person with mental health problems on the ward, as 
it is perceived as the reason for them needing to be there.  This 
reveals that there is a potential association between a service user and 
the concept of risk. Such an association is reinforced by the position 
that risk assessment is a constant and important part of nursing work. 
Drawing these factors together, the expectation that service users will 
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be a risk is set up contributing to the construction of people with 
mental health problems as objects of risk.  
Natalie expresses that an increase in risk is characteristic of the 
reasons why a service user may be admitted to hospital. As 
highlighted in Chapter 5, Rose (1999, 2000) claims that the 
assessment and management of risk are fundamental aspects of 
PHQWDO KHDOWK SURIHVVLRQDOV¶ ZRUN HQDFWHG DV SDUW RI D QHWZRUN RI
control.  Through surveillance professionals undertake a role to 
protect the community by identifying those individuals of such high 
risk that they need to be managed through containment. These 
arguments may be reflected in the assertions of those participants who 
identified risk as the main reason for admission to in-patient care 
settings.  
1DWDOLH¶VGHVFULSWLRQVIRFXVRQERWKWKHLPSRUWDQFHDQGLQYDULDELOLW\
of risk. Identifying risk in this way creates the potential for it to 
dominate responses to a person with mental health problems as it 
laFNV DQ\ VSHFLILFLW\ WR WKDW SHUVRQV¶ RZQ VLWXDWLRQ DQG WKHLU
individual need for safety or potential for harm.  Such a position 
could contribute to creating a situation where all people with mental 
KHDOWKSUREOHPVDUH FRQVWUXFWHGDV ³ULVN\´DQG DV VXFK UHVponses to 
the person can be governed by this view.    
The precedence of risk within daily practice was recognised within 
the community team setting and was identified as a key influence on 
decision making by the majority of participants in both case studies; 
³:ell, I think that obviously people can be governed by risk; 
that it can influence the decision you make or perhaps make 
you err on the side of safety rather than taking particular 
risks really. Some of the paperwork is geared up to towards 
WKDW LVQ¶W it? These risk assessments we have to do, I think 
\RX FDQ JHW WKLQJV ZKHUH VRPHRQH¶V PD\EH KDV GRQH
something about 20 years ago and it still comes up to haunt 
WKHP GRHVQ¶W LW? Time and time again and I think things 
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around taking risk with medication as well « well what 
happened last time you stopped and all the rest of it.´
(Louise)  
Research into community mental health nurses reflections on risk 
assessment mirrors the position that is articulated by Louise here in 
that it is perceived as integral to their role and an important influence 
within decision making (Godin 2004).  Within this extract, being 
defined as a risk, becomes inescapable as the expectation from 
professionals that this person has the potential for harm is presented 
as constant, embedding their status as a risk object. The focus on risk 
as an influence within decision making resonates with challenges as 
to whether the caring therapeutic relationship is really the essential 
focus of nursing care (Flaskerud et al 1979, Moyle 2003). Though 
Godin (2006) highlights how nurses have objected to this increase in 
focusing on measures, such as risk assessment, introduced to aim to 
FRQWURO µGDQJHURXV¶ SHRSOH ZLWK PHQWDO KHDOWK SUREOHPV  7KUHH
participants Louise, Lilly and Sebastian within the community setting 
UHIOHFWHG *RGLQ¶V ) findings by questioning the validity of the 
focus on risk in mental health practice. His research targeted nurses 
specifically and out of these three participants two are doctors.  
Jack, however, challenges such a focus on risk, instead advocating 
WKDW WKH SHUVRQ¶V JRDOV DQG ZLVKHV VKRXOG EH WKH FHQWUH RI FDUH
reflecting a recovery orientated approach (Repper and Perkins 2003). 
Whilst Ife shares examples regarding the dominance of risk in 
decision making, she also narrates a vignette where values of 
recovery and social inclusion have influenced her approach to enable 
a person take on more responsibility and autonomy within their life. 
³7KHUHLVDGDQJHURIWKDWPDNLQJXVNLQGRIULVNDYHUVHDQG
again we have got to try and attend to that. I suppose for me I 
would always look to what is it that the service user wants 
really, what is it they are trying to achieve, where is it they 
want to go to, and is there any way possible to try and build 
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on that to ensure that our work is meaningful in a beneficial 
way to them really.´(Jack) 
Yet the association made by mental health professionals linking 
service users with risk could be reinforced through the risk 
communication system adopted within the assertive outreach service. 
A traffic light system was used in the form of highlighting on the 
team board where concerns were identified; 
³Sometimes if an individual is very worried about someone 
then they might individually decide that this person needs to 
have a dot. So if a care coordinator  visits someone, for 
example and their mental health has deteriorated 
considerably, RU WKH\¶Ue neglecting themselves, or there  
appears to be some sort of risk issues or something that needs 
attending to relatively quickly, then they might just put a dot 
on the board. Or sometimes after discussion in one of the 
team meetings, ZHOODFWXDOO\WKLQJVDUHQ¶WVRJRRGDUHWKH\? 
Shall we put a dot?  So it can be any concern on any level 
UHDOO\LWJRHVRQXQWLOLW¶VGHFLGHGWKDWLW¶VQRWQHFHVVDU\,W¶V
normall\D WHDPGHFLVLRQ WKDW LW FRPHVRIIEXW LW¶VQRUPDOO\
an individual one that it goes on.´/LOO\ 
The recording of the dot against the person¶s name on the white board 
has the potential to immediately draw attention to the person in terms 
of their level of concern. Priority is then easily afforded to focussing 
on planning interventions for individuals in accordance with their risk 
as oppose to for example their needs or progress towards goals. At 
times participants did identify the significance of the structures and 
systems they worked within at shaping their focus and responses to 
risk; this influence is explored in depth in Chapters 13 and 14, though 
WKHµGRW¶V\VWHPZDVQRWUHFRJQLVHGDVSDUWRIWKLVFULWLTXH 
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5.4.2 What does risk mean?   
In order to understand the construction of service users as risk 
objects, the association of service users as the perpetrators (objects of 
risk) or victims (objects at risk) of harm have been examined. 
Significant to the development of this association is the expectation of 
professionals that the meaning of risk has negative connotations. 
³«At the moment because of the way she is presenting the 
risks would increase to others; as she has become more 
aggressive, she is quite threatening, she is verbally hostile. A 
risk to herself again because of the verbal hostility to other 
patients; there is a chance that they may react to that and 
respond to her, the fact that she is not sleeping is another 
major concern.´1DWDOLH) 
Here the discussion of risk is linked with aggression and hostility 
suggesting risk has been conceptualised as meaning something that 
results in damaging and unsafe consequences. At a societal level 
contemporary definitions of risk have become synonymous with harm 
or loss (Beck 1992, Douglas 1992, Lupton 1999,).  This has been 
echoed by a process within mental health services where the concept 
of dangerousness has been subsumed by the notion of risk and 
associated risk factors (Castel 1991). As Castel (1991) argues a 
change that enables a potential danger to be displaced from an 
individual and instead understood as disembodied factors applied to 
all with a diagnosis of mental health problems.  Through this, creating 
WKH µHSLGHPLRORJLFDOFOLQLF¶GLVFXVVHG LQ&KDSWHU in which service 
users are viewed by professionals in relation to their risks. One of the 
consequences of this shift is the loss of the relational focus of mental 
health practice (Godin 2006). This shift creates multiple opportunities 
for intervention to be instigated to control the risk, including through 
surveillance. Additionally, the association of factors with all rather 
than developing an understanding of the individual entails denying 
subjectivity and fungibility both characteristics of objectification. 
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Here a link is created between risk and an object contributing to the 
construction of service users as risk objects (Hilgartner 1992).   
The concept of risk tended to be understood by participants as having 
an objective existence.   
³«sometimes the decisions to discharge a person out of the 
team, which is quite alright as well, you know to move on 
which is a good thing. Because I know usually we talk about 
when things are not good, they are also when things are at 
there best, clients get moved on. They get the number of 
clients who have got well and they have been discharged and 
that is how it goes and we move them on and get them to 
FDUU\ RQ ZLWK OLIH «Vo all those decisions we make as well 
based on the knowledge of the staff who have dealt with the 
client and they are not presenting with any risks any longer, 
no longer presenting with risk and we know that risk is 
unlikely at that point and we move them on.´ (Prima) 
Within the vignette above Prima discusses the presence or absence of 
risks as a factor influencing whether an individual can be discharged 
IURP WKH FRPPXQLW\ WHDP %RWK 1DWDOLH¶V DQG 3ULPD¶V GHVFULSWLRQV
treat risk as a distinct entity which is something that is expressed by 
service users, that can be identified and categorised.  Scientific 
explanations recognise risk as an objective fact that is quantifiable   
(Royal Society 1992), an approach that has been influential in the 
adoption of risk in mental health services as an entity that can be 
assessed, managed and controlled (Crowe and Carlyle 2003). Mental 
health professionals have been criticised for subjective and inaccurate 
judgments of risk in comparison to tools based on scientific statistical 
calculations (Doyle and Dolan 2002). A focus on the technical aspects 
of risk rather than the relational becomes reinforced. This serves to 
further exclude service users from having any authority to define or 
manage risk which could both reflect and reinforce their status as 
objects of (and at) risk.  
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Yet as this study emphasises the concept of risk in contemporary 
society is also viewed as something that is constructed.  What is and 
LVQ¶WXQGHUVWRRGDVDULVNLVLQWHUSUHWHGLQUHODWLRQWRDVHWRIFXOWXUDOO\
defined norms and values (Douglas 1992).  With the exception of one 
of the psychiatrists within the community team, who questioned the 
evidence base for risk predictions, ULVNDVVRPHWKLQJZKLFKLVQ¶WIL[HG
and quantifiable was not reflected in the data.   
Natalie identified risk as the reason for admission to the acute ward; 
Prima suggests it is the absence of this risk that enables someone to 
EHGLVFKDUJHGIURPWKHFRPPXQLW\WHDP$SHUVRQ¶VULVNLVWKHUHIRUH
presented as the primary reason for the input of mental health services 
which could act to further embed their status as a risk object. In this 
respect the conceptualisation of risk as a negative force enables risk to 
be used as a means of surveillance, for maintaining monitoring and 
contact with services.    
1DWDOLH DQG 3ULPD¶V GHVFULSWLRQ RI ULVN RXWOLQHV D IRFXV RQ WKH
negative consequences understood as part of a normative experience 
of risk. The way in which we view risk in contemporary society, 
according to Douglas (1992) means avoiding risk and therefore loss is 
the accepted norm.  There is an absence of the notion of µgood risk¶ 
and what can be gained by taking a risk. Acting outside of this norm; 
deliberately risk taking is seen as abnormal and pathological.    
³I think it¶s about risk taking and whether or not you are a 
risk takinJ SHUVRQ , NQRZ WKDW ,¶P QRW so that might 
influence any decisions that I am part of around patients 
care. )RUPHSHUVRQDOO\«,WKLQNLW¶VMXVW,QHYHUKDYHEHHQD
risk taking person out of work I am just not. SR,FDQ¶W WKHQ
just suddenly switch off and come to work and think, yeah 
WKDW¶VDULVNZRUWKWDNLQJWRGD\WKDW¶VMXVWPH.´(Charlotte)  
CharORWWHUHFRJQLVHVWKHLGHDRIWDNLQJDULVNDVSUREOHPDWLFLW¶V
value not equitable to the concern it would cause.  Her description 
SURYLGHVDQLQGLFDWLRQRI'RXJODV¶SHUVSHFWLYHRIULVNDVD
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concept that is bound by group norms.  Charlotte draws on her 
own values as a guiding force in her response to risk taking. This 
reflects the feelings of discomfort and unease prompted by risk 
examined in Chapter 11. Yet studies examining risk taking 
suggest that it can bring affirmation and positive social 
recognition, that it can have constructive implications for self-
improvement, emotional engagement and control (Lupton and 
Tulloch 2002, Parker and Stanworth 2005). The struggles of 
professionals within this study around therapeutic risk taking are 
not only bound by a negative interpretation of risk but also fears 
associated with the professional damage that may be incurred by 
taking a risk.   
³«there is an interesting way in which resources kind of 
impact decision making because the more challenges that 
impacts on services,  the less time there is to think about 
decisions, WKH PRUH OLNHO\ \RX¶OO PDNH WKH ZURQJ GHFLVLRQV.  
Because of the pressures of risk management, the harder it 
becomes to do therapeutic risk taking and I think the more 
destructive you can become in responding to protect yourself 
rather than the client.´6HEastian) 
Here whilst the risk itself remains grounded within the service 
user, the negative consequences of that risk for the professional 
may become what drive the response.  The potential 
consequences for the service users themselves are much less 
visible.  
Risk is largely described by participants within this study as an 
objective entity that is associated with harmful or negative 
consequences. It is understood as a feature of those using mental 
health services, in some cases defining the very need for those 
services.  The notion of something bad happening or things going 
wrong was raised by 10 participants across the case studies and 
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observed in discussions on two occasions. This perspective was 
summarised by one participant from community team B; 
³-XVW WKH IDFW WKDW, you have got people who have got 
complex  mental health and serious sort of enduring mental 
health problems, paranoid schizophrenia for example. And 
then you have got at the same time people who are 
necessarily quite chaotic in their lifestyles, drug and alcohol 
and vulnerability, you know there is a lot sometimes with 
people.  Which \RX MXVW WKLQN WKLV LVQ¶WJRQQDHQGZHOO, you 
know it¶s just that feeling really but at the same time you are 
thinking well you know not everything is gonna end well you 
know I mean for our client group in particular you know you 
can only do so much.´ (Andrew) 
$QGUHZ¶V UHIOHFWLRQV PD\ UHLQIRUFH VHUYLFH XVHUV¶ VWDWXV DV ULVN
objects as an expectation is created that supporting these clients is 
likely to have a negative outcome. Here working with individuals 
with serious mental health problems means that inevitably the 
VLWXDWLRQZRQ¶WHQGZHOOWKDWWKHUHLVSRWHQWLDOIRUKDUPWRRFFXU7KH
need to respond to service users in the anticipation of negative 
outcomes may therefore be created, reflecting Boholm and 
&RUYHOOHF¶V  FODLP WKDW ULVN UHODWLRQVKLSV DUH FKDUDFWHULVHG E\
DQWLFLSDWHGUDWKHUWKDQDFWXDODFFRXQWV$GGLWLRQDOO\$QGUHZ¶VIHDUV
provide further evidence of anxiety in relation to his work as explored 
in Chapter 11. 
5.4.3 Risk and Blame   
Fears regarding the potential harmful consequences of decision 
making may be influenced by concerns that were shared by 
participants regarding blame. Anxieties about being blamed appear 
consistently within participants interviews from psychiatrists, 
managers and nurses. According to Boholm and Corvellec (2011) the 
interpretation of risk as danger posed by an object of risk to an object 
at risk introduces a moral notion of blame.  
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³:LWKKLPLQSDUWLFXODUI suppose is often with.. with ..risks 
it¶s kind of a lot about covering yourself really. I suppose the 
fear of backlash really and like you know a decision made 
wrongly; you are going to be held accountable for that.  I 
mean psychiatry, is a risk kind of the risk business, in the 
sense of the nature of it. There are always going to be risks 
and it¶s trying to manage that but I think especially because 
of the potential for how bad they can be, nobody wants to be 
the person that has said OK you can go and WKHQ« KH¶VGRQH
this.  Being held accountable, I mean obviously for the 
medics it would be GMC and for us the NMC, if we were 
involved in the decision, if there was an incident where he, 
you know, killed or killed himself, coroner that kind of thing.  
That just within the trust as well, obviously we could be sort 
of disciplined by them and publicly as well the newspapers, if 
LWZDVWKDWKLJKSURILOH´Zoe) 
An example of this emphasis on blame is drawn frRP ZLWKLQ =RH¶V
account of working with an individual on the ward that was defined 
by the team to pose a risk, particularly of violence towards others. 
She makes a link between the risk, harmful outcomes and the 
potential for mental health professionals to be seen as responsible for 
those outcomes. Notably, in her account risk is perceived as a 
persistent, yet normal part of mental health practice and is directly 
related to service users.  Zoe implies there are consequences for the 
practitioner in being seen as responsible for harm that result in both a 
µIHDU¶DQGDQHHGWRUHVSRQGWRWKDWE\DYRLGLQJWKHFRQVHTXHQFHVLQ
this case a decision that would result in less control of the person 
from mental health services (discharge).  
=RH¶VDFFRXQWPDNHVUHIHUHQce to a concern that should something go 
wrong, judgement would be made in relation to the role of mental 
health services in failing to prevent that event. The propensity for 
individual practitioners to be identified as part of this chain of 
responsibility is expressed.  Blame has been explained as evaluation 
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in relation to someone, based on the belief that they have acted badly 
or displayed a bad character for which they have no valid excuse 
(Cohen 1977, Sher 2006) and as such have violated a moral code.  
Blame is often associated with anger, hostility and reproach 
motivated in part by a desire that the bad act or display of character 
should not have occurred (Williams 2003, Sher 2006,). Within the 
H[DPSOH IURP =RH¶V DFFRXQW WKH IHDU RI UHSURDFK LV HYLGHQW as she 
discusses potential reproach from professional registering bodies. 
According to Sher (2006) reproach also enables the public expression 
of the desire that the act should not have occurred which is reinforced 
E\ =RH¶V FRQFHUQV UHJDUGLQJ WKH SXEOLF UHsponse should 
SURIHVVLRQDOV¶ DFWLRQV EH EODPHG IRU WKH EDG DFW WKH SHUVRQ NLOOLQJ
themselves or harming someone else).    
The extent to which people with mental health problems, particularly 
during times of distress, can be viewed as accountable for their 
actions is a complex and much debated issue. However, being 
µLQVDQH¶ µGHUDQJHG¶ RU µDEQRUPDO¶ DSSHDU LQ WKHRUHWLFDO GLVFXVVLRQV
around blame and responsibility as valid excuses for the bad acts or 
bad character displayed (Halverson 2004, Wolf 2013). This 
justification not to be blamed for an act provides some indication of 
why that blame may be deferred to those who are perceived to be 
UHVSRQVLEOHIRUWKHµLQVDQH¶LQWKHIRUPRIPHQWDOKHDOWKSURIHVVLRQDOV
This exclusion from responsibility of people with mental health 
SUREOHPVPD\UHODWHWRDGHQLDORIDSHUVRQ¶VVHOI-determination and 
agency.  These are features of objectification (Nussbaum 1995). In 
this situation fears regarding bad acts are observed in the association 
of service users with risk, yet the distancing of responsibility may 
reflect being treated as an object. Both these processes could 
contribute to the construction of service users as risk objects. 
Mental health professionals from the community setting discussed a 
concern about being blamed as illustrated by this example from a 
community nurse in Team A. 
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³I think it¶s« risk assessment cause WKHUH¶V WKLQJV WKDW \RX
learn and then your knowledge of risk assessment and 
probably not knowing the client very well. ,GLGQ¶WNQRZWKLV
gentleman very well, I had visited him but then I¶d known him 
just about nine to twelve months. I knew his risk assessment 
DQG WKDW KH¶V LPSXOVLYH %XW WKLV WLPH KH¶V EHHQ YRLFLQJ WKH
thoughts and I thought well he GLGQ¶Whave much to live for, 
KH KDVQ¶W JRW DQ\ IDPLOy, no wife or kids or anything else 
around him, not many friends besides people who just want to 
come and get his money and buy alcohol, he had loads of 
physical health issues. You know so I think for me, it  was a 
fear of doing the wrong thing so I kind of thought, well ,¶s 
safer to have him admitted than being sorry the next day that 
,FRXOGKDYHGRQHWKLVDQG,GLGQ¶WDQGQRZKH
VGHDG.  The 
fear of standing in front of Mr [name of coroner] yeah and kind of 
really wanting to do the right thing. Hopefully LW¶V WKH ULJKW
GHFLVLRQ WR GR DQG , WKLQN ZKHQ \RX¶UH D EDQG ILYH LQ WKH
community, it is quite a big responsibility when you do lone 
working and place yourself in situations. YRX¶YHJRWQRRQH
there but a phone call and at times you can¶t get through to 
any one and at times you have to make a decision say this is 
how things are and this is my reasons why I want this done 
asap.´ (Ife) 
 
Ife shares a worry regarding a decision she makes on whether to 
admit someone to hospital who may have been having thoughts to 
harm himself.  Ife highlights that an assessment of his risk is 
important to making the decision which she also links with the 
µXQNQRZQ¶([SUHVVHGZLWKLQWKLVH[DPSOHDSSHDUWREHKHUIHDUVWKDW
should she decide not to admit him that he may kill himself. Her 
decision would retrospectively be defined as wrong or bad (and 
therefore expose her to blame), potentially leading to reproach from 
WKHFRURQHU ,IH¶VGLVFXVVLRQRI ULVNPD\EHVLJQLILFDQW LQ UHODWLRQ WR
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blame processes.  Intentionality and forseeability have been 
recognised as key concepts in the attribution of blame (Alicke, 2000, 
Lagnado and Channon 2008).  Forseeability refers to the likelihood of 
an event, how probable that person perceives it to be and what may be 
seen as reasonable for the person to expect (Lagnado and Channon 
2008). If it is judged that a person should have expected the negative 
consequences then blame may be attributed (Alicke 2000).  Parallels 
may be drawn between foreseeability and that of risk, notably as the 
definitions are distinctly similar. For example the Royal Society 
GHILQHVULVNDVµWKHSUREDELOLW\WKDWDSDUWLFXODUDGYHUVHHYHQW
RFFXUV«¶  5LVN DVVHVVPHQW XQGHUWDNHQ DV D FRUH SDUW RI PHQWDO
KHDOWK SURIHVVLRQDOV¶ ZRUN PD\ EH DFWLQJ WR FRQVWUXFW D VLWXDWion 
where harmful events are perceived as foreseeable and predictable, 
therefore when they do occur professionals may be justifiably blamed 
for failing to see and act to prevent them.  This is reinforced by the 
scientific approach to risk as a quantifiable entity which is reflected 
ZLWKLQVRPHRIWKHSDUWLFLSDQWV¶GLVFXVVLRQVRIULVN 
Forseeability is a powerful stimulus in the attribution of blame. 
/DJQDGR DQG &KDQQRQ¶V  UHVHDUFK VXJJHVWHG LW VLJQLILFDQWO\
LPSDFWHG RQ SHRSOH¶V SHUFHSWLRQV RI EODPH Lrrespective of whether 
the negative consequences were planned or not (intentionality). 
Constructing service users as risk objects may become perpetuated by 
the position that predicting negative outcomes associated with them is 
necessary for professionals to avoid blame. Yet paradoxically the 
more that the assessments of risk are presented as predictable, the 
more this exposes mental health professionals to being blamed.     
(YLGHQWZLWKLQ=RH¶VDQG,IH¶VIHDUVUHJDUGLQJWKHOLQNVEHWZHHQWKHLU
decision making and harm occurring is a perception that the event can 
be predicted and it is their role (the right decision) to do so. For 
H[DPSOH LQ ,IH¶VYLJQHWWHD VXLFLGHZRXOGRFFXUXQOHVVDGPLVVLRQ WR
hospital was decided upon.   Blame is linked with the values and 
beliefs of contemporary Western society and as such is perpetuated by 
modernist mentality (Lau 2009). The attribution of blame in relation 
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to foreseeability is part of modernist thinking that defines tragic 
events as preventable and therefore predictable, holding individuals to 
blame for when this doHVQ¶W RFFXU 'RXJODV  /DX 2009). It is 
from such a position that a culture of blame can develop as 
individuals are seen as responsible for failing to act properly (Locke 
2009). In this respect blame is inextricably linked with risk and 
perceived failures of risk management at the hands of professionals 
for neglecting to control tragic events. According to Douglas (1992) 
this forms part of a new blaming system linked with risk reduction in 
modern society.  
These experiences may also be interpreted as associated with Rose¶V
(1999) position on the role of mental health professionals in 
administering netwoUNV RI FRQWURO RI µQRQ-FLWL]HQV¶.  Mental health 
professionals are tasked with the role of protecting the community 
from such dangerous non-citizens. They are held accountable for any 
harm that may come to such a community as a result of failures in 
risk management.  
In the example from Ife she makes reference to fear of doing the 
wrong thing and desire to do the right thing, as previously highlighted 
a number of participants in both settings referred to fear of doing the 
wrong thing. The definition of right action in this scenario was related 
to admission to hospital and consequently increased containment for 
the person. Whilst clearly hospitalisation may provide an environment 
that helps reduce distress and promote safety it can also result in a 
loss of freedom and reduction of autonomy (Goffman 1961, Glasby 
and Lester 2005). It is, therefore, important to note that the wrong 
WKLQJZDVQ¶WFRQVWUXFWHGLQWHUPVRIDSHUVRQEHLQJH[SRVHGWRWKHVH
losses unnecessarily. This reflects concerns within the literature that 
PHQWDO KHDOWK SURIHVVLRQDOV PD\ EH PRUH OLNHO\ WR SUHGLFW µIDOVH
SRVLWLYHV¶ LH RYHU SUHGLFW WKH likelihood of a harmful event 
occurring) contributing to unnecessarily losses of freedom (Mcguire 
2004, Morgan 2007). However, experience may impact on 
assessments of risk and Ife highlights how her experience and 
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seniority influence her concerns regarding responsibility which was 
also reflected by two participants in the inpatient case study.   
Participants highlighted that their concerns regarding blame existed as 
part of their organisational and professional context.   
³,WKLQNVRPHWLPHVWKHUHLV I don¶WUHDOO\ZDQW WR, it sounds 
negative but I think a lot of the decisions you make you kind 
of think, is that going to stand up in coroners which sounds 
terrible but a lot of it¶s back covering. I know before I have 
WKRXJKW,GRQ¶WNQRZZKHWKHU to take them off observations, I 
WKLQN , VKRXOG EXW ZKDW LI VRPHWKLQJ KDSSHQHG DQG , GRQ¶W
want something to come back to me. SRZH¶OOJHWWKHGRFWRUV
to come back and see them and make a bit of a decision 
rather than cos they do get paid more (laugh). Anyway, the 
situation was a man, who was presenting well, used to enjoy 
the sunshine and lounging out in the garden. He was on a 
VHFWLRQEXWKDGXQHVFRUWHGOHDYH+HZDVQ¶WEDFNLQWLPHDQG
went AWOL. It had come up in team meeting that day that 
SHRSOHZHUHQ¶WDOZD\VUHporting AWOL straight away so they 
did that day.  The police arrived later with his wallet, having 
found it on his body.  We had to ID the body, we thought it 
ZDV DFFLGHQWDO EXW« WKHUH ZDV DQ LQTXLU\ DQG WKH\ ZHUH
looking at his notes, makes you feel like you were to blame, 
they started looking at his notes and making out it was your 
fault.  There was an internal inquiry- GLGQ¶WJHWFDOOHGP\VHOI
but went to support a staff nurse. It¶s negative, it sounds bad 
but it¶s about blame, they want to blame the staff. I knew it 
was the right decision after reflecting back on it but it makes 
you feel like you should have done differently, we felt it was 
accidental.´  (Emma) 
Blame is a relational concept in that it is expressed through affective 
or behavioural responses (Cohen 1977, Sher 2006) and therefore 
professionals would have to be attributed as blameworthy by an 
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individual or groups. Here Emma identifies that she experienced 
blame from the organisation she was employed by through an internal 
inquiry.  Zoe and Ife identify that they were concerned about being 
blamed by their professional bodies, the coroner and the public.  A 
fear of being blamed is a common experience for healthcare 
professionals and as highlighted by participants within this study has 
been described as being part of an organisational culture (Khatri, 
Brown and Hicks 2009, Kendall and Wiles 2010). A culture of blame 
has been widely recognised in health services and is largely seen as a 
negative force that undermines safe and effective care (Freeman 2009, 
Woodward, Lemer, Wu 2009).  Emma highlights her experiences of 
feeling blamed, despite actually having limited involvement in the 
situation described as she was not on duty at the time of the person 
leaving.  This was an experience that was common amongst 
participants in relation to fears regarding blame as expressed by Felix 
from Team A in the following example.   
³,KDYHQ¶WH[SHULHQFHGLWP\VHOI, LW¶VDSHUFHSWLRQ. Well, ,¶YH
gone a bit once in an interview with someone I had worked 
with six months previously before the accidental death that 
was the result. But I think it¶s from America really, where 
when something goes wrong it¶V VRPHRQH¶V IDXOW. So it¶s 
always kind of the culture when I was training you always 
have to cover your back. You know documentation, it¶s very 
important cus if it¶s not documented, it¶s not happened so you 
\RX¶UH DOZD\V OLYLQJ LQ WKLV FXOWXUH ZKHUH E\ VRPHRQH¶V
DOZD\V WR EODPH HYHQ LI \RX¶UH GRLQJ \RXU EHVW LW GRHVQ¶W
matter your best is never good enough. People always look 
IRU WKH VPDOOHVW WKLQJ WKDW \RX GLGQ¶W GR, you know to find 
fault, , NQRZ , KDYHQ¶W H[SHULHQFHG P\VHOI EXW , ZRXOGQ¶W
want an experience of that nature.´ (Felix) 
Out of the eleven interviews that discussed a fear regarding being 
blamed associated with appearance in coroners court, five had 
actually been to coroners court  and out of those five none had been 
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LGHQWLILHGDVDFWLQJDWIDXOW7KLVFRXOGVXJJHVWWKDWWKHSURIHVVLRQDOV¶
anxiety anticipating being blamed for a tragic event is more dominant 
than actual attributions of error.   Gorini, Miglioretti and Pravettoni 
(2012) showed that a fear of being blamed was much more prevalent 
than a fear of being punished amongst nurses and doctors, taken as 
indication that a culture of blame persists.  
Andrew provided an alternative perspective when discussing his 
H[SHULHQFHV RI DWWHQGLQJ FRURQHU¶V FRXUW VXJJHVWLQJ WKLV FRQILUPHG
that all actions that could have been taken were, reassuring family 
PHPEHUVDQGSURIHVVLRQDOV WKDWVXFK WUDJLFGHDWKVDUHQ¶WQHFHVVDULO\ 
µSUHYHQWDEOH¶ by individuals.  
³, FDPH DZD\ IURP WKDW KDYLQJ ZULWWHQ WKH UHSRUW IHHOLQJ
HYHQ EHIRUH LW ZHQW WR FRURQHU¶V FRXUW ZH FRXOGQ¶W UHDOO\
have done, that you would do little things differently but you 
NQRZXOWLPDWHO\\RXZRXOGQ¶WUHDOO\FKDQJHDQ awful lot. And 
a relief, there in the coroners court was that in her summing 
up she basically said this is an accident, there is nothing, it 
was directed towards family mainly but you know there is 
nothing else which could have been done to prevent it.  You 
NQRZLW¶VDWUDJHG\DQG\RXNQRZGLGQ¶WZDQWDQ\RQHWRJR
away feeling they could have prevented it. Anyway so that 
was quite reassuring but yeah it does focus in on your care, 
what we try to do with people and what we are trying to 
achieve.´(Andrew) 
Emma, Zoe, Ife and )HOL[¶V¶ YLJQHWWHV LQGLFDWH KRZ SURIHVVLRQDOV
have experienced blame and a fear of blame from their organisation.  
Blame according to Williams (2003) acts to distance those who 
attribute judgement (in these examples the NHS, professional bodies 
and the public) from the person defined as blameworthy, which can 
represent an act of self-preservation.  Additionally, when blame is 
targeted towards individuals, Williams (2003) suggests this can 
function to overshadow responsibility held within the broader context.  
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In this respect the role of the person with mental health problems, 
where relevant the victim but also the NHS organisation and wider 
society become invisible. This is expressed directly by Edward, the 
consultant from the in-patient setting.    
³And there is a greater explicit enthusiasm for distributed 
UHVSRQVLELOLW\ DQG WKH ³HPSRZHUPHQW´ LQ LQYHUWHG FRPPDV
and the enablement if you like of others employed by the 
organisation. But it¶s amazing how rapidly the lightening 
comes back down to the doctor when something goes wrong 
yeah? And the extent to which that actually mirrors, in an 
interesting way, the wider dynamic about the role of the 
doctor in maintaining social order is interesting. The extent 
to which and I think it does happen covertly and the extent to 
which trust boards actually hide behind the medics when 
issues of blame and accountability for clinical upsets are 
flying around is one worth exploring I think´ (Edward) 
In this respect professionals may become scapegoats enabling those 
pointing the finger (the NHS, professional bodies and the public) to 
focus attention away from any joint responsibility and adopt the role 
of judging and correcting those individuals at fault (Williams 2003). 
Correction is achieved through individual fitness to practice reviews 
or pressures to resign, which may reflect a state sponsored attempt by 
healthcare organisations to reduce professional power and autonomy; 
masking system errors (Freeman 2009, Traynor, Stone, Cook et al 
2013). Being blamed therefore exposes professionals to loss of status, 
social, moral standing and potentially employment. Objects at risk 
represent those that have a value that may be threatened and are 
imbued with qualities such as loss and need for protection (Boholm 
and Corvellec 2011). In this context, professionals may be viewed as 
objects at risk in relation to service users as objects of risk.   
The potential impact of such blaming process highlighted here by 
Edward may be reflected in the subjective experiences of Emma, 
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Felix, Ife and Zoe (amongst others).  Charlotte from the in-patient 
setting UHIOHFWV RQ WKH SDLQIXO H[SHULHQFH RI DWWHQGLQJ D FRURQHU¶V
court and being exposed to a position of being blamed, drawing 
attention to the impact it had on her future work with service users.   
³%XWLW¶VDYHU\XQFRPIRUWDEOHVLWXDWLRQDQGLWV\RXKDYHJRW
it hanging over you a long time before it actually happens 
and then it never goes away. I think that episode has, it has 
influenced how I nurse since then. , WKLQN LW¶V OLNH , VDid 
HDUOLHU , WKLQN LW¶V PDGH PH PRUH FDXWLRXV DQG PRUH ZDU\
and it encourages you to think more about what the things«,
think when you get a patient in who is similar, you know you 
just have a gut feeling there is something not right but you 
FDQ¶W SXW \RXr finger on it; \RX FDQ¶W H[SODLQ LW EHFDXVH
nobody else has gone through what you have gone through to 
make you think those things, does that make sense?´
(Charlotte) 
 
This emphasises the affective experience of being blamed, judged as 
acting badly or having a bad character, contravening a moral code.  
Blame, according to Woodward et al (2009) provides the mechanism 
through which shame is assigned and it is this experience of shame 
that is damaging to both professionals and safety within healthcare 
systems. It is an experience that individuals would seek to avoid.  
This is highlighted by Louise who refers to her own experience of 
feeling to blame for a situation where a service user had set fire to 
their flat.  She highlights how other mental health professionals may 
act to avoid blame.  
³And kind of at the meetings and stuff, , ZRXOG VD\ , GRQ¶W
think, \RX NQRZ , GRQ¶W WKLQJV DUH TXLWH ULJKW DQG WKH
feedback was like oh he¶V like that, KH¶V ILQH GRQ¶W ZRUU\
about it. But when it happened all of this lovely collective 
responsibility flies out of the window and the finger is very 
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much on the care coordinator really. ,WKLQNWKDW¶VZKDWDORW
of care coordinators have in their minds when they are 
covering every, when they are ticking every little box really. I 
think in certain circumstances, people do tend to maybe to 
practice within safety limits, rather than stretch that a little 
bit which I think is  a real shame really and it can maybe 
stop, sometimes stop people progressing  or following certain 
paths in their lives.´ (Louise) 
%ODPH DQG UHVSRQVLELOLW\ DFFRUGLQJ WR 2¶&RQQRU .RW]H :ULJKW
(2011) are deeply frightening, in part due to the associated 
implication that we exist in a social and physical environment that is 
difficult to predict and impossible to control (Lau 2009). This 
reinforces the position that blame should be avoided and control 
promoted through accurate predictions and careful management, 
notably as inaccurate judgements of risk are seen to expose mental 
health professionals to blame and shame (Undrill 2007). Service 
XVHUV¶ SRVLWLRQ DV ULVN REMHFWV PD\ EH SHUSHWXDWHG WKURXJK VXFK DQ
emphasis on the need for prediction of negative outcomes and control.  
The avoidance of exposure to blame may have some bearing on who 
was perceived as responsible for decisions, particularly in relation to 
risk. This issue was highlighted in both case study settings. Some 
nurses within the in-patient setting made reference to a desire to defer 
decisions regarding risk to doctors due to their status and wage (as 
seen within the statement about blame from Emma). This also 
highlights that the nurses actively sought to pass responsibility back 
to the doctors.  This perception was reflected from the in-patient 
psychiatrist; 
³«I think we do tend to see medication as what we do when 
RWKHU LQWHUYHQWLRQV DUHQ¶W VXIILFLHQW WR HLWKHU FRQWDLQ WKH
clients distress, RU DUHQ¶W VXIILFLHQW WR FRQWDLQ RXr own 
anxieties about the client. So whether a request for a 
medication review is actually code for something else, I think 
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is an interesting question to address.  Well I mean we get into 
the whole business, GRQ¶W ZH DERXW FRUSRUDWe responsibility 
for clients and our collective and separate roles in managing 
the anxieties that our clients provoke. And then we get into 
the whole business of what particular part the doctor plays in 
that process; whether that particular part is a clear and 
legitimate reflection of the doctors, if you like particular 
training and skills which are only differentiated from 
everybody else by their medical or bio-medical background. 
Or whether in fact that is used as a code for, I want the most 
expensive senior person to take some responsibility for 
ZKDW¶VJRLQJRQKHUH.´ (Edward) 
One nurse did express frustration that they lacked power in decision 
making when doctors were perceived to be averse to taking risks. 
Within the community setting psychiatrists were presented by some 
as needing to be responsible for complex decision making, notably 
when risks were defined as high. 
 
³,t was for the doctor to assess his mental state and to assess 
the risk of other risks I guess you know, risks to the public, 
risks to staff, risks to himself, you know will all be thought 
about. I think our doctor generally is usually led by us  and 
VR KH¶V QRW JRLQJ WR NQRZ WKH FOLHQWV DV Zell as we do and 
ZHOO EHFDXVH KH¶V SDLG PRUH, you know he has to go along 
and be part of that decision making process. I think that 
probably he is more, is probably better at assessing 
VRPHERG\¶VPHQWDOVWDWHKH¶GGRWKDWLQDPRUHIRUPDOZD\´
(Eric) 
 
Though there was also a sense that authority for decision making was 
held in different ways within the community teams.  Power was 
ascribed based on individual characteristics and not just status, both 
the manager and the psychiatrists identify a desire to share 
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responsibility for decisions, yet team members acknowledged that 
DXWKRULW\ IRU GHFLVLRQV ZDV SURPSWHG E\ D GHVLUH WR DYRLG µgetting 
\RXU WDLO VWXQJ¶ 0DUFXV). Kendall and Wiles (2010) research 
KLJKOLJKWHG WKDW *3¶V HQJDJHG LQ VWUDWHJLHV DLPHG WR SURPRWe self-
protection and avoid blame within a blame culture. It is possible that 
the deferring of complex decisions to those with authority 
(hierarchical or otherwise) may be a strategy to avoid blame should 
something bad happen. Traditionally, nurses have lacked power and 
status to collectively resist increases in management and governance 
in the NHS in a way that medicine has been more successful at 
(Traynor et al 2013).  This may provide insight into the tendency for 
nurses to perceive psychiatrists as responsible for complex decisions 
that may pose a risk of being blamed, particularly as according to 
Kendra (2007) the more power possessed the less likely of being 
blamed for a negative event.   
5.4.4.Summary 
Risk occupies a central focus within the expectations of mental health 
SURIHVVLRQDOV¶ UROH DQG DV WKH SDUWLFLSDQWV RI WKH VWXG\ KDYH
highlighted is perceived as an influential force in decision making.  
The dominance of risk within mental health practice may act to 
reinforce the status of service users as risk objects as it is an 
anticipated centre of care delivered. 
Professionals may be viewed as the objects at risk in relation to 
VHUYLFH XVHUV¶ REMHFWV RI ULVN  +RZHYHU UDWKHU WKDQ WKH
relationship characterised by a danger of physical or emotional 
harm from the service user, the value that may be lost to a 
professional is their social and moral standing as they could be 
exposed to the shame of becoming a blame worthy agent. This 
process may act to reinforce service users as objects of risk; not 
only due to the relation between objects of risk and objects at risk 
but also as a result of the action to avoid blame which emphasises 
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the need to become more effective at predicting and preventing 
harmful events.  
 
5.5 Chapter 13: Organisational influences on the 
construction of risk objects  
Organisations are key domains for emplacing risk objects and 
developing networks to manage them (Hilgartner 1992). In this 
chapter I explore how organisations may have influenced the 
construction of service users as risk objects and therefore participants¶ 
perceptions of how organisational factors may shape decision making.  
Within this study organisations relate to either the NHS or the local 
NHS trust where the research took place.  
5.5.1 Organisational mechanisms linking service users with risk 
The frameworks for documentation that the mental health 
professionals are required to use were highlighted by some 
participants as prioritising a focus on risk. This was raised in relation 
to statutory documents such as CPA, Health of the Nation Outcome 
Scale (HoNos) and written risk assessments.  Within the in-patient 
setting the focus on risk was related to the new clustering system, 
linked to payment by results.  
In patient observation, day 2 
Clustering ± new system ± seen as increased admin work by 
nurses.  Looked at and have a copy of the mental health 
clusters booklet for guiding decisions. Here risk level is 
articulated by diagnosis and linked with the clusters. 
Aggregated risk issues-defining clustering system. Perception 
of nurses on shift in discussion was that it was lots of 
paperwork, more increases in admin workload, suggested no-
one interested in what doing - just interested in meeting 
targets. 
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Further discussion in office by the nurses on shift about 
clustering ± not perceived as helpful.  Cluster governs the 
resources allocated to patients.  Nurses clustering, not 
comfortable with making decision especially on admission ±
in terms of doing the clusters it¶s± best to err on side of 
caution when clustering patients. Suggestion that LW¶V linked 
with diagnosis therefore VKRXOGEHGRFWRU¶VGHFLVLRQ  
Clustering groups provides a mechanism to organise resource 
allocation within a payment by results system (Dixon 2004, Fairbairn 
2007). Within clusters developed for mental health, risk level is a key 
descriptor marking the differences between each group (DH 2012a). 
The framework adopts risk categories that define the harms caused by 
the person or to them in the case of vulnerability. These narrow 
conceptualisations are observed in risk assessment forms in mental 
health settings (Crowe and Carlyle 2003).  Categorisations of risk 
based on aggression/violence, self-harm, suicide, safeguarding of 
children and vulnerability reinforce the service user as the source of 
risk, therefore contributing to their status as an object of or at risk. It 
bHOLHVDQRUJDQLVDWLRQDOSHUVSHFWLYHWKDWUHSUHVHQWVDµVFLHQWLILF¶YLHZ
on risk (Royal Society 1992, Lupton 1999). Here risk is presented as 
measurable, knowable (by professionals); an objective entity 
inherently linked with the conduct of service users. This focus on risk 
within the organisational documentation system may therefore serve 
to associate service users with the potential for harm.     
The construction of risk objects is dependent on their definition as 
both an object and a source of harm (Hilgartner 1992).   Within this 
extract from observations on the acute ward it is highlighted that 
clustering entails the grouping of people according to diagnosis and 
risk level.   As noted in chapter 10, denial of subjectivity and 
fungibility (treating an object as though it can be substituted for 
another object) has been defined as features of objectification 
(Nussbaum 1995).  Clustering requires mental health professionals to 
rate behaviours on the basis of predefined categories. Consequently it 
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has the potential to perpetuate the objectification of service users as 
there is no opportunity for the inclusion of subjective experience. 
6HUYLFHXVHUV¶SRVLWLRQDVREMHFWVZLWKWKHSRWHQWLDOWRFDXVHKDUPLV 
reinforced.   
Prioritisation of risk within such documentation was recognised by 
some of the participants in the community teams as problematic.  
³«yet all the paper work that is put in front of us, all the risk 
assessments we have to tick and the HoNOs, PBR we need to 
score everyone on their psychopathology there is nothing  
about the strengths in their at all. So on the one hand there is 
this message recovery and also this underlying that there is 
WKLV RWKHU ZRUOG WKDW GRHVQ¶W PDWFK. The assertive outreach 
team is a fantastic team I think they really do genuinely work 
very flexibly with patients and really do genuinely care but 
sometimes that is held back by the system and other people¶s 
systems as well.´ (Lilly) 
/LOO\¶V REVHUYDWLRQ KLJKOLJKWV KRZ RQFH Vervice users have been 
defined as risky, this can become a dominant feature of their identity 
and care.  Within this example she draws on the documentation 
systems as a mechanism which encourages professionals to focus on 
the problems posed by service users.  This is acknowledged as at odds 
with recovery and she therefore alludes to the potential for tension 
between the two.  Development towards recovery working is 
UHVWULFWHG E\ µWKH V\VWHP¶ These barriers are recognised in the 
literature as challenges to developing recovery orientated practice 
(Tickle et al 2012, Barker and Buchanan Barker 2011). 
The requirement for mental health professionals to gather and 
document the data discussed by Lilly is influenced by a new 
definition of professional expertise (Castel 1991, Le Bianic 2011). 
Here professionalism is based on the production of assessments and 
documentation primarily in order to deal with risk.  Castel (1991) 
claims that within a bureaucratic system professionals no longer have 
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responsibility for the processing and management of this collated risk 
information instead the manager within organisations becomes the 
decision maker, a function of control in a post modern society.  
Within these theories the influence of the organisation on 
SURIHVVLRQDOV¶FRQVWructions of service users as risk objects can in part 
be understood. The emplacement of people with mental health 
problems as risk objects is developed through the focus on risk within 
UHTXLUHGGRFXPHQWDWLRQFRPSOHWHGDVSDUWRISURIHVVLRQDOV¶UROH 
This position is reflected by some participants in both settings who 
identified the importance of completed risk assessments and 
documentation to ensuring that they have done a good job. Through 
such an emphasis, other indicators of care provided by health services 
VXFKDV WKHSHUVRQ¶VYLHZV WKHTXDOLW\RI UHODWLRQVKLSVRU UHFRYHU\
journey) are less visible. However, the report investigating homicides 
committed by Daniel Gonzales, who had severe mental health 
problems, highlights that this approach to risk assessment could 
contribute to compromises to safety (Scott-Moncrieff, Briscoe, 
Daniels 2009).  Instead assessment based on a meaningful 
relationship with the person, providing insight into their subjective 
experiences is likely to lead to a more accurate insight into potential 
harms.   The collection of data is defined by Hilgartner (1992) as part 
of the efforts to emplace risk objects. 
³I think sometimes you do training which reminds you the 
importance of documentation, if it¶V not in there, it¶s not 
happened. I think it reminds you to write down every little 
thing and give examples of things, so that you can come back 
to them so that everybody who then gets to read it 
understands´(PPD) 
Hawley, Gale and Sivakumaran, Littlechild (2010) suggest it is 
commonplace for mental health professionals to perceive that filling 
in a risk assessment tool denotes a completed risk assessment. These 
pro-IRUPD¶V provide auditable evidence that the risk assessment has 
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taken place and as such demonstrate good performance for the 
professional and the organisation.  Yet the utility of such tools has 
consistently been called into question (McGuire 2004, Fazel et al 
2012). Beck (1992) claims that risk assessment is an institutionalised 
attempt to control the actions of individuals. This process serves 
organisational and social agendas to manage people with mental 
health problems (Crowe and Carlyle 2003). However, there is 
research that suggests a more nuanced approach to risk assessment by 
mental health professionals which relies further on intuition and 
relationships (McGuire 2004, Doctor 2004, Boardman and Roberts 
2014).   These issues are considered in more detail in chapter 15. One 
participant in the community team offered an alternative to the claim 
that risk assessment promotes control  
³<RX NQRZ LW¶V QRW OLNH WKDW DW DOO, I mean having perfect 
SDSHUZRUNGRHVQ¶WVWRSSHRSOHGRLQJWKLQJV´ (Louise). 
For other participants from the community team, notably those with 
senior hierarchical roles, the focus on risk orientated auditable 
documentation systems were seen to serve organisational interests.  
³:HOOIRUPH&3$actually embodies that conflict as well; as 
you have a document which purports to be caring but there 
are elements within in it which are there to protect the 
service. They provide medical legal back up for if something 
goes wrong, \RXFRXOGSUHWHQG ,GLG HYHU\WKLQJ , FRXOG«´ 
(Sebastian)  
A successful organisation is characterised by effective systems for 
assessment and management of risk (Power 2004).  Within this 
context risks can be identified and governed, contributing to the 
perception that the organisations are in control and able to manage 
uncertainty.  Power (2004) highlights this occurs in the face of 
catastrophes that threaten the existence of organisations and 
undermine the myth of controllability. Yet this myth is perpetuated by 
the systems of risk management and the requirements of stakeholders.   
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7KLV VWDWHRI WKH µULVNPDQDJHPHQWRI HYHU\WKLQJ¶ZLWK WKHQHHG IRU
robust auditable risk governance strategies undermines the role of 
professional judgement (Power 2004). Defensible mechanisms of 
allocating responsibility are also conceived within this organisational 
system. Here, Sebastian highlights that statutory documentation such 
as the CPA demonstrates such an auditable, defensible process. He 
locates this as providing protection for the service but also potentially 
for himself as a professional in the completion of such documents. 
This can be linked to the discussions of blame within the last chapter.  
Organisations have a key role for the conceptualisation, creation and 
management of risk (Hutter and Power 2005). Risk is therefore 
presented as core business not only for the professionals working 
within the mental health service but also for the service itself.  The 
link between risk and the people the service is set up for is reinforced, 
helping to construct service users as risk objects.  The service and the 
professionals employed in it also represent a powerful network that is 
in the position to emplace service users as risk objects (Hilgartner 
1992, Kendra 2007).  
3RZHU¶V  UHIHUHQFH WR WKH LPSDFW RI FDWDVWURSKHV RQ WKH
perception of management and control can be related to the case study 
settings.  Within the in-patient area a number of participants made 
rHIHUHQFH WR LQWHUQDO LQTXLULHV DQG FRURQHU¶V FRXUW IROORZLQJ WKH
suicide or accidental death of a patient from the ward.  In the 
community setting, participants related similar experiences.  Within 
this team professionals talked about an ongoing homicide inquiry 
taking place in the organisation. The homicide was committed by a 
person being cared for by another assertive outreach team in the same 
Trust.   The murder received local and national press attention as well 
as according to one participant being raised in the House of Commons 
by the local MP.  The internal inquiry had been going on for two 
years at the time of data collection.  The case study identified that this 
had impacted directly on the team and its structures. 
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³2WKHU imperatives that have been put on us, so since the, I 
WKLQNLW¶VSUREDEO\come out of the [name of person] case in 
[name of team].  You know there is a new system where we 
have to say when the person was last seen and who they were 
last seen by.  When you have only got 50 seconds per patient 
actually trying to fiddle around working out whether, did so 
and so see them when they were supposed to, on that day and 
getting the data actually you spend an inordinate amount of 
WLPH\RXNQRZFURVVLQJWKH7¶VDQGGRWWLQJWKH,¶VDQG\RX 
know not talking about patients.  TKDW¶VFRPHRXWRIWU\LQJWR
EHVDIHUDQG«,JHWDVHQVHWKDWVRPHSHRSOHVKDUHWKLVYLHZ
and I think its almost being seen to be doing things properly 
but actually  it¶s detracting from safety because we have less 
time to think about a person but it looks good on paper 
because we have dotted everything. ,DPQRWVXUHLW¶VDYHU\
useful process for the others to think about their longer term 
recovery and what their needs are and what they want for 
themselves thinking about them as people really´(Lilly) 
Events which have a significant impact but are rare can lead to 
µH[WUHPH SUHFDXWLRQDU\ DWWHQWLRQ¶ ZLWKLQ RUJDQLVDWLRQV (Hutter and 
Power 2005  :LWKLQ WKH YLJQHWWH /LOO\ KLJKOLJKWV KRZ WKH WHDP¶V
weekly multidisciplinary meeting has been restructured as part of an 
organisational directive to ensure that the last time a person was seen 
is checked. With the 75 service users that the team support this 
occupies the majority of the meeting.  Beck (1992) notes how 
organisations contribute to the manufacture of risk which is alluded to 
LQ /LOO\¶V UHIOHFWLRQV DV VKH VXJJHVW WKDW EHLQJ SUHYHQWHG IURP
exercising professional judgement as to what the team should be 
discussing could compromise safety.   
Homicides committed by people with mental health problems, 
particularly that experience psychosis are a rare event (Goldacre 
2006). The rate has consistently fallen since 2006 whilst the number 
of suicides has risen (Appleby et al 2013). A murder will clearly have 
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a devastating impact on the families involved but as highlighted by 
the participants can have far reaching consequences in terms of media 
and government attention. The restructuring of the team meeting and 
the extensive internal inquiry rHIOHFW +XWWHU DQG 3RZHU¶V ) 
intense precautionary focus by the organisation.  Through this, all 
service users are linked with the potential for extreme danger and the 
level of surveillance increased.    Service users are constructed as risk 
objects as this process serves to create a link between people 
diagnosed with mental health problems and extreme harm. This is 
XQGHUSLQQHG E\ /LOO\¶V ODVW FRPPHQW ZKLFK SRLQWV WR WKH LPSDFW RI
focussing on surveillance of service users detracting from their 
experience µDVSHRSOHUHDOO\¶and therefore further objectifying them. 
Through the mechanisms of inquiries, homicides perpetrated by 
people using mental health services are presented as preventable and 
therefore predictable (Szmukler 2000, Munro and Rumgay 2000).  
Events are viewed as resulting from a professional error or system 
EUHDNGRZQ5HYLOOZKLFKIHHGV LQWR3RZHU¶V QRWLRQRI
the myth of control within organisations.  This perspective serves to 
justify the consequences of being designated risk objects through 
increased surveillance and controO ZKLFK LV GHPRQVWUDWHG LQ /LOO\¶V
example. Such a focus may be influenced by the historical perspective 
of the role of mental health services to control a moral and social 
threat (Morall and Hazelton 2000, Foucault 2006). 
Szmukler (2000) criticises this approach within homicide inquiries 
which ignores the role of other people involved and presents the 
service user as without agency (another feature of objectification). 
The link between mental illness and violence has also been 
questioned (Langan 2010) with the majority of violence (and 
murders) committed by people without mental health problems 
(Szmukler and Holloway 2000, Laurence 2003).  Hutter and Power 
(2005 KLJKOLJKW KRZ HQFRXQWHUV ZLWK µULVN¶ LQ RUJDQLVDWLRQV FDQ EH
translated into institutional facts that shape practices.   
246 
 
³« it¶V DOVR DERXW sort of defensive ways of working, is to 
making sure that the documentation stuff is done that risk 
assessments are as thorough as possible. So if we were to be 
investigated in that way that our defences could be as robust 
as perhaps we could make them.´ (Jack) 
Within this extract from Jack taken from his discussion of the 
ongoing homicide inquiry, development of institutional defensive 
practices in relation to the risk (i.e. inquiry resulting from service 
users violence) can be seen.  These practices may therefore serve to 
create risk objects through construction of the link between service 
users and harm. The construction process itself becomes less visible 
as objects are seen independent of this context (Boholm and Corvellec 
2011) and the risk becomes institutional fact.  -DFN DQG (PPD¶V
comments provide further HYLGHQFHRI3RZHU¶VDUJXPHQWV.  In 
a culture in which organisations must be made responsible, through 
the legal or compensation system, documented records are developed 
to provide a rationale for decisions in hindsight, created for legal and 
defensive benefit (Power 2004).  Providing a record of care useful for 
service users is therefore redundant.  
Directives to complete risk assessments and documentation could be 
serving an additional purpose. 
³You always have a duty to protect the public and mental 
health act is protecting the public and harm to self, so it 
always plays a big part. Cause you know the media are going 
WRSLFNXSWKDWDQGWKH\¶OOEOow everything out of proportion, 
you know and it¶VQRWJRLQJ WR ORRNQLFH7o start with you 
GRQ¶WZDQW$2WRKDYHDEDGreputation; \RXGRQ¶WZDQWWKH
Trust to have a bad reputation so you have a duty to protect 
everyone´(Ife)  
Ife suggests that the reputation of the service and the trust needs 
protecting. Reputational risk is a key concern for organisations 
(Power 2004).  Events which pose a threat to public safety, such as 
247 
 
homicide, threaten the organisations reputation and those that involve 
death have the most significant impact (Hutter and Power 2005). This 
process can be observed in the media and public responses to the 
homicide the participants referred to. 
³In sentencing {names of judge removed} was highly critical 
of (name of organisation) mental health services. 
He said: "It¶s clear there had been numerous opportunities to 
send [him] to hospital and it is a matter of grave concern that 
these opportunities were missed repeatedly." 
He added that those responsible for his care should be 
"examining their consciences".´ 
(BBC News 2010) 
Pre-occupation with risk to reputation is part of a new social context 
characterised by public loss of faith in expertise (Beck 1992) and trust 
in government (Power 2004). Here tragedies result in the search for 
responsibility and right to hold people to account (Lupton 1999, 
Power 2004). Public perceptions of organisations have been shown to 
threaten the survival of those organisations. Coupled with risk being 
presented as the new framework for questioning the quality of public 
services (Power 2004), risks to reputation could be a significant issue 
for a healthcare organisation. The loss of reputation becomes a deep 
rooted fear.     Participants within the community made reference to 
the reputation of the NHS trust and a belief that certain decisions and 
processes (particularly documentation) were undertaken as a 
mechanism to protect its reputation.  For Jack, the team manager, this 
extended to questioning whether in current commissioning 
arrangements the organisation would continue to invest in the 
assertive outreach service at all in the face of public criticism 
following the homicide.  
The risk to reputation becomes of primary importance driving people 
to focus more on these risks than any others (Power 2004). According 
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to Boholm and Corvellec (2011) a risk object is created in relation to 
an object at risk.  The object at risk is threatened with losing 
something of value.  The trust is threatened with the loss of reputation 
as a consequence of violence perpetrated by service users.  A 
relationship between the object at risk (the organisation) and the 
object of risk (people with mental health problems) is established.  
Despite the apparent emphasis on risk, two participants in the 
community team and one within the in-patient setting highlighted that 
organisational targets reflected a slightly wider focus with 
UHTXLUHPHQWVWRVXSSRUWVHUYLFHXVHUV¶SK\VLFDOKHDOWKRFFXSDWLRQDQG
other aspects of their identity such as sexuality.  In the discussion of 
these targets participants did question whether these were really 
developed to serve the interests of service users or the organisation.  
However, access to opportunities through employment, enhanced 
physical health and relationships are important aspects of social 
inclusion and may promote recovery (ODPM 2004, Tew 2013) 
offering an alternative focus to risk. During day two of the 
observations in Lawrence ward, a discussion between a senior nurse 
from the intensive care unit and one of the nurses from the ward was 
noted. The discussion related to targets for reducing length of stay in 
hospital.  Within the discussion the senior nurse noted that the 
'RFWRU¶VDWWLPHVWULHGWRDYRLGKDYLQJEHGVILOOHGLIDSHUVRQZDVRQ
leave and not discharged.  This perhaps provides an example of how 
SURIHVVLRQDOVPD\WU\WRFKDOOHQJHRUVXEYHUWRUJDQLVDWLRQDODJHQGD¶V
which could be of interest when considering the impact of 
RUJDQLVDWLRQDOGLUHFWLYHVRQSURIHVVLRQDOV¶SUDFWLFH.  
5.5.2 Summary 
Within both case study settings participants discussed organisational 
processes that created and maintained a focus on risk.  Completion of 
these processes was considered by mental health professionals as an 
important part of their role. Risk as the central concern of mental 
health services (and their employees) is established, reinforcing the 
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link between service users and harm.  The focus on risk is 
compounded by a homicide inquiry taking place within the 
RUJDQLVDWLRQ SRVLWLRQLQJ WKH WUXVW¶V UHSXWDWLRQ DV WKUHDWHQHG E\ WKH
risk objects it provides a service for.    
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5.6 Chapter 14: Social influences on the construction of 
risk objects  
Within social theories of risk, shared cultural values, norms and social 
processes are recognised as selectively influencing the definition of 
risks and hazards (Douglas and Wilavsky 1982, Douglas 1992, 
Lupton 2013). As discussed in the literature review people with 
mental health problems have been constructed as deviants, identifying 
them as different from mainstream society (Rose 1999, Morrall and 
Muir-Cochrane 2002, Foucault 2006).  This chapter examines 
SDUWLFLSDQWV¶ DFFRXQWV RI WKH LQIOXHQFH RI VRFLDO FRQWH[W RQ WKHLU
responses to risk. Through this the impact of social perspectives on 
the construction of service users as risk objects will be considered. 
5.6.1 Influences of the public RQSDUWLFLSDQWV¶GHFLVLRQPDNLQJ 
Within Team A and B participants identified that local communities 
could be a powerful influence in determining a decision to admit a 
person to hospital.  
³«LWOHGWRDPHQWDOKHDOWKDFWDVVHVVPHQWDQGKHGLGJRinto 
hospital. So that was something that was discussed but it 
ZDVQ¶WQHFHVVDULO\WKHIDFWWKDWKHZDVQ¶WWDNLQJPHGLFDWLRQ, 
it was more to do with his behaviour within the community 
and things which you know led to us becoming more 
concerned that things were possibly going to get worse 
before they get better«There was an incident with a shop 
keeper where he was quite threatening towards the 
shopkeeper and reported incidents of people being shoved 
DQGSXVKHGE\KLP´$QGUHZ) 
Within this extract the person¶s conduct towards other members of 
the community is recognised as an indicator of deterioration and 
potentially linked to the need for a Mental Health Act assessment.  
Assertive outreach services have acknowledged that the needs of the 
community can featuUH LQ FRPSURPLVHV WR D SHUVRQ¶V DXWRQRP\
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(Williamson 2002). Criticisms of the model highlight its approach as 
a form of coercion (Gormory 2002). Within the vignette Andrew and 
the team are concerned with the behaviour of the person using their 
service.  As examined within Chapter 5, it is claimed that a core 
function of community mental health teams is surveillance of the 
mental ill, particularly of their conduct in relation to social norms 
(Moon 2000, Vassilev and Pilgrim 2007).  This is managed in the 
namH RI WKH µULVNV¶ SRVHG E\ SHRSOH ZLWK PHQWDO KHDOWK SUREOHPV
(Crowe and Carlyle 2003).  Fears of the general public that their 
safety is threatened by this risky group have influenced the 
development of community services (Coid 1996, DH 1998, Szmukler 
1999).  This has led to criticism that structures within community 
teams serve political rather than therapeutic purposes.  Szmukler 
(1999) highlights that services responding to reports from members of 
WKHFRPPXQLW\WRGHDOZLWKµGLVWXUEHG¶SHRSOHFRQWULEXWHto labelling.  
The behaviour is defined as a feature of the mentally ill, therefore 
perpetuating the link between mental health problems and harm.  This 
process may be observed in the situation narrated by Andrew and 
contributes to the construction of service users as risk objects as a link 
with harm is reinforced (Hilgartner 1992). 
Such a scenario identifies mental health services as responsible for 
managing behaviour outside of social norms. Within observations on 
the in-patient ward members of nursing staff briefly discussed how 
their role sometimes entailed behaviour management. 
Inpatient observation, day 3  
There was a discussion in office between a 136 band 6 nurse 
and a staff nurse on ward.  Discussion of violence after 
incident where person from [locked ward] was transferred to 
Lawrence ward, stating he would hit someone in order to get 
back to [locked ward] which he did and was then returned to 
[Locked Ward].  Staff ± LW¶V QRW ULJKW EXW KRZ HOVH LV LW
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managed if the behaviour is not due to mental illQHVV" ,W¶V
difficult for the victim to suffer. 
Protocol on the ward is to IM an individual after an 
aggressive incident so they are given rapid tranquillisation to 
calm them down ± the problem is then treating it as an illness 
even though its not ± then you are treating the behaviour ± 
EXW LW¶V WKHRQO\ZD\ WRPDQDJHKHUHEXW LW¶s not the illness 
WKDW¶VEHLQJPDQDJHG 
Within the extract it is identified that following any act of violence on 
the ward the legitimate response (protocol) is to provide medication, 
the implication here is that it is against the persons will.  Focus is 
concentrated on the actions undertaken by the service user that lead to 
medication rather than framed in terms of therapeutic benefit for the 
person¶s mental health problem. Such interventions have been 
described by some nurses as part of the process of discouraging 
unwanted behaviour (Bjorkdahl et al 2010) whilst a custodial role for 
inpatient services has been widely recognised (Gournay 2005, Rogers 
and Pilgrim 2010). Chapter 9 outlined the need to be medicated was a 
consequence of being defined as a risk object.  Within this extract 
medication is more explicitly identified as a mechanism of control for 
actions that could be harmful.  Associating medication as a treatment 
for aggression or violence poses the danger of medicalising these 
actions. In doing so the link between experiencing mental health 
problems and having the capacity for harm is further embedded.  
Participants from the community team identified that in the eyes of 
the public they were responsible for the conduct of the people they 
ZHUH VXSSRUWLQJ  7KH\ IHOW DQ H[SHFWDWLRQ WKDW WKH\ VKRXOG µGR
VRPHWKLQJ¶WRPDQDJHWKHULVN 
³I suppose to a certain degree we are influenced by society, I 
mean you know when neighbours or relatives start expressing 
concerns we rightly or wrongly people are more likely to 
have kind of control measures used against them. We know 
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WKLQJV DUHQ¶W ZRQGHUIXO EXW ZH NLQG RI IHHO PD\EH ZH FDQ
ZRUNZLWKWKHPDELWDQGWKH\GRQ¶WQHHGWREHLQKRVSLWDO just 
yet, if kind of relatives ,neighbours start expressing concern 
you can almost suspect  that they are going to end up in 
hospital sooner rather than later. And I think when other 
agencies as well start to get involved sort of like housing, 
police, maybe draconian measures tend to be taken than if 
WKH\ DUH QRW , WKLQN LW¶V because we need to be seen to be 
doing something I think its because the expectation is that we 
should be doing something I think its because more likely 
VRPHRQH¶V JRLQJ WR VD\ ZK\ GLGQ¶W \RX GR VRPHWKLQJ «´ 
(Louise) 
/RXLVH¶V GLVFXVVLRQ KLJKOLJKWV WKDW WKH UHJXODWRU\ UROH RI PHQWDO
health services is more likely to be instigated when concerns are 
UDLVHGE\SHRSOH¶VIDPLOLHVWKHLUORFDOFRPPXQLWLHVRURWKHUDJHQFLHV
This supports the myth outlined by Power (2004) that in the eyes of 
the public and stakeholders it is the role of organisations, in this case 
services, to enact control and manage uncertainty i.e. risk.  
Social and political values of contemporary Western society are 
characterised by an emphasis on rights and responsibilities.  Citizens 
enact self-regulation through the maintenance of these roles and 
responsibilities (Rose 2000, Morrall and Muir-Cochrane 2002) which 
has been viewed as part of the governance system in modern society 
(Rose and Miller 1992). Those who do not adhere to these boundaries 
are subject to increased state intervention in their lives.  The mental 
health professional is positioned as responsible for enacting 
JRYHUQDQFH RI WKHVH µVSRLOHG FLWL]HQV¶ 5LVN assessment and 
management is one of the mechanisms through which this is 
achieved, which according to Crowe and Carlyle (2003) means it 
functions as a form of discipline. Within this extract from Louise, 
when service users are identified as contravening these expectations 
further intervention from professionals is justified.   The expression of 
being seen to do something could reflect this expectation that mental 
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health professionals are responsible for intervening which supports 
5RVH¶V  SRVLWLRQ WKDt control professionals are perceived as 
accountable for any harm that comes to the community.  Being 
viewed as responsible for governing the actions of service users also 
exposes them to being blamed when this is judged to have failed. 
Some participants make explicit reference to their perceived role as 
agents of social control (Morrall 1998). 
³Do you see what I mean? Is a reflection of that and I do feel 
that psychiatrists and psychiatry is used by society to do this 
dirty job. What it does is it trades upon the social seniority of 
the medical profession to legitimise or do to you see what I 
mean? To legitimise the part psychiatry plays in maintaining 
VRFLDORUGHUULJKW"7KDW¶VEDVLFDOO\KRZ,XQGHUVWDQGZKDW¶V
going on and all the bits  that happen within the service itself 
actually reflect that larger external dynamic.´ (Edward) 
Emphasis is placed by Edward on the expectation that mental health 
services have a role for maintaining order.  This reflects the 
arguments presented in the literature review that mental health 
services form part of a system of discipline and control for members 
of society defined as deviant (Morrall and Hazelton 2000, Foucault 
2006).  The construction of service users as objects of risk with the 
potential for harm provides a justifiable mechanism for the enactment 
of control.  Amendments to the Mental Health Act and the 
introduction of CTOs provide a clear example as these changes were 
justified on the basis of risk (Chan 2002, Laurence 2003, DH 2000).  
This situation was recognised by one of the participants, Sebastian 
ZKRFLWHGFRPPXQLW\WUHDWPHQWRUGHUVDVSDUWRI³VRFLHW\¶VIDQWDV\
of controO´ 
Participants within both the in-patient and the community linked 
reactions of the media, in particular newspapers, with their concerns 
regarding risk. This was either in relation to anticipated responses of 
the press or actual reporting of incidents related to service users.  
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³Very negatively at a time when actually work needs to carry 
on, even if something dreadful has taken place, you cDQ¶WMXVW
suddenly stop and not do it. Then you kind of get a sense that 
you know if every family that were attached that we are 
supporting, read the [name of local newspaper]  from that day 
what are they thinking about the quality of the work that we 
are doing? So that it could lead to sort of doubt in their 
practice and lRVLQJWKHLUFRQILGHQFH´-DFN) 
Jack shares his concerns regarding the impact of the reporting of the 
homicide perpetrated by someone under the care of assertive outreach 
services.  He sugJHVWVWKLVFRXOGLPSDFWRQERWKIDPLOLHV¶SHUFHSWLRQV
RIWKHVHUYLFHEXWDOVRSURIHVVLRQDOV¶SHUFHSWLRQVRIWKHLUZRUN0HGLD
representations may therefore contribute to organisational concerns 
UHJDUGLQJ UHSXWDWLRQ ULVN DQG SURIHVVLRQDOV¶ FRQFHUQV UHJDUGLQg 
blame.   Risk is understood in relation to shared social norms and 
values (Douglas 1992) and situated within social institutions (Boholm 
and Corvellec 2011). The media was seen in this study to provide 
negative representations of people with mental health problems and 
services, in particular the failure of those services to control the 
actions of service users.  This failure is often reported as failure to 
care.  The media has been recognised as a powerful influence in 
linking mental illness with danger and violence (Paterson and Stark 
2001, Sieff 2003).  Within this study, the media was mentioned by a 
minority of participants, yet there was a consistent view regarding its 
negative influence on mental health services and the experiences of 
people with mental health problems.  Participants identified its 
influence through the focus on harm related to service users. The 
media is therefore a potential source to contribute to constructing 
service users as risk objects.   
Hilgartner (1992) actually suggests that the public and the media lack 
the influence to construct risk objects, emphasising instead the power 
of professionals and organisations.  Boholm and Corvellec (2003) 
UHFRJQLVH+LOJDUWQHU¶VODFNRIIRFXVRQWKHFXOWXUDOGLPHQVLRQRIULVN
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as a limitation of the theory.   However, the publication of 
+LOJDUWQHU¶VZRUNFRLQFLGHVZLWKWKHUHOHDVHRIWKH%ULWLVKWUDQVODWLRQ
RI %HFN¶V µ5LVN 6RFLHW\¶  DQG 0DU\ 'RXJODV  ULVN DQG
blame essays.  Recognition of the powerful contribution of public and 
the media to affirm or deny risks has grown since, in the light of this 
seminal work.  Models such as the Social Amplification of risk 
(Kasperson, Kasperson, Pidgeon and Slovic 2003) identify individual 
experience alongside social organisations as interacting to mediate the 
extent to which a risk is recognised.  Social organisations include 
voluntary groups and the media. This reflects the issues raised by 
participants in this study who noted the reactions of organisations 
such as housing, the police and the media as impacting on how they 
responded to risk linked to service users.   
Through this the association of people with mental health problems 
with harm contributes to their construction as risk objects.  The 
potential for these public perceptions to have a powerful impact on 
LQIOXHQFLQJ WKH UHDFWLRQV RI SURIHVVLRQDOV WR VHUYLFH XVHUV¶ VWDWXV DV
risk objects is seen in a vignette discussed by Edward.  
³,f for instance somebody is making a fuss in A&E and you 
have got 2 casualty consultants, 3 dogs, 4 policemen and all 
the relatives demanding that this person be sectioned right 
DQGDFWXDOO\,DPVRUWRIUHOXFWDQWWRGRWKDWEHFDXVH,GRQ¶W
think that in the strictest sense of the word appropriate. I 
would take into account that pressure of public opinion that 
this person is high risk and needs to be contained even 
though I would perhaps silently or quietly wish that I was in a 
different  culture in a different time in history where... you 
NQRZDQGWKRVHSUHVVXUHVZHUHQ¶WXSRQPH«´(Edward) 
5.6.2 Summary 
Mental Health professionals identified that responses to service users 
within the community could influence the timing and level of 
intervention from services. This was reflected within the in-patient 
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setting by recognition of a role for services in managing behaviour.  A 
function of control and governance for mental health services is 
articulated. Social control as a responsibility of mental health services 
UHLQIRUFHVWKHSRVLWLRQRIVHUYLFHXVHUVDVµGDQJHURXV¶ULVNREMHFWVLQ
need of control.  
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5.7 Chapter 15: Displacement of Risk Objects 
 
The previous section has examined the emplacement of service users 
as risk objects.  According to Hilgartner (1992) there are frequent 
tensions between efforts to emplace risk objects and efforts to 
displace them. Displacement can occur through two main 
mechanisms, deconstruction and absolute control.  The former 
involves dissolving the relationship between the object and harm or 
undermining the existence of the object.  Displacement through 
control entails the total enclosure of objects within a network to exert 
control.    
This chapter examines scenarios from the research data where 
construction of service users as risk objects was destabilised. This 
was most evident in two interviews within the community team, 
Louise and Lilly. Displacement within these examples was observed 
in their recogniWLRQRIDSHUVRQ¶VVXEMHFWLYLW\ challenging the creation 
of service users as objects. This chapter draws heavily on these two 
interviews as the most consistent examples.  
However there was evidence of isolated vignettes within other 
interviews where subjectivity was acknowledged, a number of these 
have been highlighted throughout the discussion.  Additionally some 
participants, particularly Jack, Sebastian and Edward (all of whom 
had senior positions) questioned the predominance of risk within 
mental health practice, perhaps representing an effort to undermine 
the link between service users and harm.  This has potential to also 
displace service users as risk objects. 
5.7.1 Proximity 
I have argued that the distance between mental health professionals 
and service users creates the conditions where objectification can 
occur. Objectification contributes to the construction of service users 
as risk objects.  Malone (2003) argues that physical, narrative and 
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moral proximity are essential components of nursing work. Chapter 
11 used these notions to demonstrate a physical, narrative and moral 
distance between service users and mental health professionals.  
However, data from interviews with Louise and Lilly suggested that 
they had achieved these proximal relationships enabling the 
subjectivity of service users to be recognised within decision making. 
This serves to undermine the service user as an object. 
5.7.1.1 Narrative Proximity 
Narrative proximity involves both knowing the person and using this 
knowledge to share with others who contribute to their care (Malone 
2003).   
³$QRWKHU JX\ ZKR LVQ¶W UHDOO\ ULVN\ LQ FODVVLFDO WHUPV, his 
physical health is pretty bad, KH GRHVQ¶W ORRN DIWHU KLPVHOI
very well DQG , VXVSHFW KLV TXDOLW\ RI OLIH LVQ¶W JUHDW. He 
wears headphones even inside the house, KH FDQ¶W EHDU DQ\
kind of noise, KH FDQ¶W KDYH WKH ZLQGRZV RSHQ RU DQ\WKLQJ
and he has been like that for about 10 years. Again he says as 
ORQJDV  ,¶PQRW, you know, pressure isQ¶W put on me, I can 
manage this, it¶s when people try and get me, people have  
classically tried to do the graded exposure stuff and its just 
not worked at all. But there is also, it keeps getting thrown 
into the mix, ZK\LVQ¶WWKLVJX\EHLQJ detained and being put 
in hospital? But that feels you know as though it would be 
quite tormenting for him and he is very clearly saying if you 
just leave me be, I am ok. «>WKHWHDP@KDYHEHHQMXVWWU\LQJ
to work with him where he is now and just trying to improve 
his quality of life. Instead of bringing things to him I think he 
has got a personalised budget now, so he has got someone 
who can do the housework and things because that was 
getting on top of him..´ (Lilly) 
Within this extract Lilly demonstrates her knowledge of the person 
through recognising their perspective on their own situation.  During 
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this discussion Lilly identified tensions in the team around how best 
to support him, particularly in light of concerns regarding the quality 
of life he may have. Rather than making a judgement about this 
person¶s living standard from her perspective, Lilly accepts his 
position. This involves recognising that the interventions of mental 
health services could cause him more distress and means really 
listening to his voice.   
Objectification in chapter 9 was described as developed through four 
notions; denial of autonomy, denial of agency (inertness), denial of 
subjectivity and fungibility (Nussbaum 1995).  Within this extract 
Lilly demonstrates her insight intRWKLVFOLHQW¶VVXEMHFWLYHH[SHULHQFH
as she highlights how admission to hospital could have been 
experienced as tormenting for him. He is able to exercise autonomy 
through having his desire not to be pressured recognised in the work 
the team are doing with him.  Additionally, she suggests his agency 
has been shown through having a personal budget supporting him to 
make choices about his life.  Sharing knowledge of this person¶s 
experience with other team members enables care to be individualised 
and helps distinguish between each person (Malone 2003).  This 
sharing therefore guards against fungibility. These processes are 
GHPRQVWUDWHGZLWKLQ/LOO\¶VQDUUDWLRQRIWKHVLWXDWLRQ+HUHWKHSHUVRQ
is recognised as such and the idea of objectification displaced.  The 
construction of service users as risk objects is therefore undermined 
DFFRUGLQJ WR+LOJDUWQHU¶V GHVFULSWLRQGHVSLWHD OLQNZLWK ULVN
being evident in the vignette. 
Louise highlighted that insight into the person¶s narrative, developed 
through the therapeutic relationship, can influence how risk is 
understood. 
³«\RXDUHFDUHFRRUGLQDWRU, you can feel safer with people 
than if you are not because you have got that relationship 
with people and you know them a bit better. Because I know 
one of mine, it was a while ago but he was unwell and I took 
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someone from the team with me to go and see him and he was 
YHU\NLQGRI«LQ\RXUIDFH and a bit kind of intimidating, a 
little bit threatening but when you know him, when you know 
him LW¶V OK. But the worker I took with, he asked us to go and 
get cigarettes for him and I said ³yeah go on then give us 
some money´ and so we went. And she said ³oh I am glad 
you said yes´ you know she was petrified. And I thought yeah 
I suppose there is kind of, you know a lot of it is about 
relationships and how well  you know people so I can 
understand.´ (Louise) 
Knowing the person enabled Louise to feel like she could 
FRQWH[WXDOLVH WKLV SHUVRQ¶V HPRWLRQDO H[SUHVVLRQ $V D UHVXOW VKH
identified a sense of being able to make judgements in relation to 
VDIHW\  7KLV LQYROYHG QRW DXWRPDWLFDOO\ OLQNLQJ WKH SHUVRQ¶V
behaviour with harm instead using knowledge of the person to 
respond to their individual reactions. Interestingly the language is also 
different within this description as she talks about safety rather than 
risk.  Fear of the unknown was identified in chapter 11 as influential 
in creating concerns regarding risk and contributing to a desire for 
distance to protect against these fears.  These arguments were linked 
to anxieWLHVUHODWHGWRWKHGDQJHURXVµRWKHU¶/RXLVHGHPRQVWUDWHVKRZ
narrative proximity could actually have the opposite impact, creating 
some sense of safety by making the unknown known. Kearney (2003) 
proposes that narrative understanding builds bridges between the self 
and other, enabling us to recognise the other in ourselves and vice 
versa.  He describes this as a way to prevent strangeness from 
µHVWUDQJLQJXVWRWKHSRLQWRIGHKXPDQLVDWLRQ¶.HDUQH\:LWKLQ
/RXLVH¶V GHVFULSWLRQ WKH QDUUDWLYH SUR[LPLW\ enables these 
FRQQHFWLRQV DQG UHGXFHV IHDU  7KH GHKXPDQLVDWLRQ RI .HDUQH\¶V
statement is reflected in the process of objectification which again is 
XQGHUPLQHG LQ /RXLVH¶V H[WUDFW DV VKH UHVSRQGV WR WKH SHUVRQ¶V
individuality.   Service users are therefore displaced as risk objects 
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here through a lack of objectification and a fracturing of the link 
between people with mental health problems and harm. 
5.7.1.2 Moral Proximity 
Moral proximity is generated through healthcare workers exposure to 
DSHUVRQ¶VGLVWUHVVZKLFKLQYRNHVDµPRUDOFRQFHUQ¶WREHWKHUHIRUWKH
SHUVRQ DQG DFW RQ WKHLU EHKDOI  ,QGLYLGXDOV¶ DUH UHFRJQLVHG LQ WKHLU
life context and the practitioner uses this understanding to inform 
their actions (Malone 2003; 2318).  
³«Dgain his experience, sometimes with this particular 
patient if you spend enough time with him  the barrier drops 
down and you can just sort of see the pain. He makes you feel 
very sad; KHGRHVQ¶WPDNH\RXIHHOIULJKWHQHG, he makes you 
feel very sad that he is like a little boy that has to have this 
fantasy world because he is so horribly damaged that he 
FDQ¶WEHKLPVHOI.  I think when you touch, when you feel that 
experience you just want to you go into caring and wanting to 
nurture mode. He is very moving when you are with him for 
long enough you sort of forget all the other stuff and you see 
where it comes from the pain actually, a very fragile 
vulnerable man and all the rest of its just bravado really. But 
he can be very dangerous  when the bravado is there really, 
so yeah that sort of connection can help you be brave, just as 
you would be  about your children or whatever you know you 
ZDQW WKHP WRSURJUHVV«,WKHOSV\RXFDUH LI \RXPDNH WKRVH
connections and you can with him .. ´ (Lilly) 
Lilly expresses her compassion for the person she is discussing 
through recognition of his own distress.  Here Lilly has voiced her 
own experience of sadness in response to understanding this clients 
³florid delusional system´ KHU HDUOLHU ZRUGV LQ DQRWKHU ZD\ +LV
own life narrative becomes present through her description of 
working with him.  This empathic view of the damage he has been 
exposed to particularly in his early life appears to evoke a moral 
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concern which openly expresses both his and her vulnerability.  Moral 
proximity involves repUHVHQWLQJWKHSHUVRQ¶VQDUUDWLYHDQGOLIHFRQWH[W
when acting on their behalf (Malone 2003).  Prior to this quote Lilly 
KDG VSRNHQDERXWKRZ WKLVPDQ¶VPHGLFDWLRQKDGEHHQ UHGXFHGDQG
he had been supported to go to the Recovery College.  This was 
despite recognition that he was severely unwell and when admitted 
WKHUH DUH ³massive risk issues´.  Yet the approaches introduced to 
support him were prompted by thinking about how he can be made to 
feel strong, in the context of his belief system, informed by his own 
personal narrative.   
1DUUDWLYH SUR[LPLW\ LV GHPRQVWUDWHG ZLWKLQ /LOO\¶V GLVFXVVLRQ KHU
reference to spending a long time with him highlights that this is 
temporally as well as spatially located (Malone 2003). This narrative 
is used to inform decision making subsuming the influence of 
generalised categories such as high risk 7KH SHUVRQ¶V VXEMHFWLYH
experience and individuality are recognised. This displaces the 
service user as a risk object as there is no objectification despite some 
links with the vulnerable characteristics associated with objects at 
risk.    
Lilly does still link this person with risk, though in her discussions of 
his experiences the language shifts to being dangerous. This may be 
reflective of how danger is given context in relation to his previous 
experiences.  According to Castel (1991) dangerousness is an 
embodied notion whereas risk is disembodied which could be 
PLUURUHGE\/LOO\¶VXVHRIWKHWHUPV 
:LWKLQ/RXLVH¶VLQWHUYLHZPRUDOSUR[LPLW\LVDOVRVXJJHVWHG 
³I had a lady who she was fresh out of hospital actually and 
dLGQ¶WZDQWKHUGHSRWEDVLFDOO\But the distress that, because 
when I went to kind of do her depot the first time, the distress 
it caused her just me offering her  depot and I thought is this 
worth it?  And I saLG 2. , ZRQ¶W PHQWLRQ the depot again, 
you know I mean she did become unwell and she did end up 
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being admitted to hospital again. But just the distress the 
thought of the depot gave to her I mean you would have to be 
made of stone ...you know it would have to be her choice.´ 
(Louise)  
Louise acknowledges the anguish that having a depot caused the 
person she was working with.  Through being exposed to this 
emotion, she supported the woman to make a choice not to have her 
medication even when becoming unwell.  This demonstrates 
UHFRJQLWLRQRIWKHSHUVRQ¶VDJHQF\EXWDOVRKRZWKLVZDVOLQNHGZLWK
being with the person during her distress. Consequently, moral 
proximity is demonstrated.  What is absent from this vignette is any 
discussion of the risks of not taking medication despite what may be 
seen as a negative consequence, highlighting that proximity enabled 
this person¶s own experience to be emphasised.  
Within both this extract and the previous scenario described by Lilly, 
examples have been shared where service users have either not taken 
or reduced their medication.  Chapter 10 examines the impact of 
being emplaced as risk objects for service users which includes an 
expectation that they need medication.  Within these examples where 
this position as risk objects has been displaced there is a change in 
consequences for the individuals. Medication is not presented as a 
necessity to manage risk and service users have been able to exercise 
choice about whether they take it or not. Sebastian also identified that 
he supports service users to come off their medication and as 
previously identified Jack questions the position that medication 
should always be promoted.     
5.7.1.3 Physical Proximity 
According to Malone (2003) the physical closeness between a nurse 
and patient is an important part of proximity, creating the opportunity 
for both narrative and moral proximity.  However, her paper is related 
exclusively to hospital nursing. Spatial arrangements within a 
multidisciplinary community context may have different 
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interrelationships.  This is reflected in the following example from 
Lilly; 
³..said very clearly when I am unwell you all come around 
and see me much more frequently and that makes me feel 
much worse. When I am unwell I need to sort of work through 
it and being near people is really hard for me. Of course that 
is really counter-intuitive because when people are more 
unwell, of course we want to check up and monitor more 
closely and check risk and all those sorts of things. But it was 
very clear and she was saying things repeatedly when she 
was well, that her experience, that her personal experience 
ZDVWKDWWKDWZDVQ¶WKHOSIXOIRUKHU. Us being more assertive 
ZKHQ VKH ZDV XQZHOO ZDVQ¶W KHOSIXO IRU KHU DQG VR ZH¶YH
done things quite differently with her on lots of levels really. 
So at one point she wanted to go on clozapine but she 
FRXOGQ¶W EHDU WKH LGHD RI SHRSOH FRPLQJ round everyday 
monitoring; so we gave her a blood pressure cuff so she 
monitored her own, VRZHGLGQ¶Whave to come round all the 
time. Actually if anything  went wrong goodness me heads 
probably would roll, letting the patient  monitoring their own 
but of course people do, do their own  blood pressure and we 
were happy she was competent and able to do that.´ (Lilly )  
The service model of assertive outreach has been questioned on the 
basis that it is involved with people who have opted not to be part of 
services and may be under no legal obligation to do so (Williamson 
2002). Such involvement has been seen as an infringement of their 
autonomy. Physical proximity may, therefore, represent the opposite 
of the values espoused by Malone (2003) in this context.  Instead, 
frequent visits from the team could be seen as intrusive.  The home is 
viewed as the private space of the individual and as Liaschenko 
(1994) claims the extension of healthcare in this setting could threaten 
individual agency.  Within the vignette discussed by Lilly, the 
narrative proximity she has with this person actually enables her to 
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adopt a more distant spatial relationship.  The individual exercises her 
autonomy in requesting for the team to be more distant and Lilly 
recognises her agency to do so.  However, rather than the examples of 
spatial distance in the community, this vignette once again recognises 
this persons subjectivity and individuality.  Rather than a distant 
spatial relationship providing the grounds for objectification, the 
narrative proximity between Lilly and the service user provides the 
grounds for her to adopt a distal spatial relationship. Any notion of 
being defined as a risk object is displaced from this relationship. 
A link with risk is again evident within the discussion and Lilly is 
aware of her (and her colleagues) potential as blameworthy agents in 
relation to the risk, yet the narrative and moral proximity she has 
developed inform a less controlling approach and provide a rationale 
for the actions of the team.  The investigation of the care received by 
Daniel Gonzales provides support for the approach adopted by Louise 
and Lilly. Daniel Gonzales perpetrated a multiple homicide before 
going on to take his own life. Here the provision of a service 
underpinned by recovery is advocated as a means to reduce the 
potential for harm by ensuring a complex client group are offered 
support actually valued by the service user (Scott-Moncrieff et al 
2009).  Consequently, the developments of meaningful relationships 
WKDWHQDEOHLQVLJKWLQWRWKHSHUVRQ¶VQDUUDWLYHDUHHVVHntial.  Through 
this, the report suggests that more effective assessment of potential 
risks to safety can be undertaken.  
5.7.2 Maintaining Proximity  
Both Louise and Lilly have demonstrated how their insight into 
VHUYLFH XVHUV¶ VXEMHFWLYH H[SHULHQFHV KDV enabled them to make 
GHFLVLRQVWKDWVXSSRUWSHRSOH¶VDXWRQRP\DQGDUJXDEO\ZRUNWRZDUGV
their recovery.  As such emplacement of service users as risk objects 
is avoided.  Yet they maintain a link between service users and harm 
or risk. As vignettes within the previous section testify they feel 
exposed to the same professional, organisational and social influences 
267 
 
as other participants which could draw them towards constructing 
service users as risk objects. This begs the question, what enabled 
them to resist these influences, maintain proximity and avoid 
objectification of service users? This resilience is not necessarily fully 
explained within the data.  However, there are indicators of factors 
that they identified as helpful to their approach to practice.  Some of 
these factors are recognised by others such as Sebastian who adopted 
a critical perspective on risk in mental health practice.  
One of the ways that was identified as helpful for their practice was 
the input of professionals external to the team.  For Lilly the forums 
chaired by a clinical psychologist were particularly valuable and 
enabled the exploration of alternative perspectives.  
³«ZHXVXDOO\KDYH>QDPH@ZKR is the team psychologist and 
WKDW¶VUHDOO\XVHIXODFWXDOO\EHFDXVHKHLVTXLWHDJRRGFKDLU
IRU WKDW PHHWLQJ DQG PDNHV VXUH WKDW HYHU\ERG\¶V YRLFH LV
heard. He is quite good at being the neutral sounding board, 
he gets ideas  off people, he will also challenge ideas but not 
coming from any particular position; to make us think about 
all the aspects and coming from a psychologist, WKDW¶VXVHIXO 
cos he helps us step outside, you know medical model  and 
not always thinking about you know just because someone 
has stopped their medication«+e makes sure that we explore 
all aspects and that we sort of come to a definite team 
decision.´  (Lilly) 
+HUH/LOO\LVUHIHUULQJWRWKHWHDP¶VJURXSVXSHUvision forum. Group 
supervision is recognised as supporting the development of 
compassion and creativity within practice (Proctor 2008).  However, 
Proctor (2008) argues that there are certain skills and attitudes that 
participants need in order to gain the benefit from supervision which 
may highlight why Lilly identified this forum specifically.   She 
identified that the chair encourages the team to examine perspectives 
other than those suggested by the biomedical model, as a psychiatrist 
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this could be particularly valuable to Lilly. The biomedical model and 
the development of medical experts have in itself been presented as a 
system of objectification (Foucault 1973).  This critique has been 
levelled at diagnostic systems in psychiatry (Coles 2013). Therefore 
being encouraged to examine alternative perspectives could be an 
important component of avoiding objectifying service users and 
constructing them as risk objects. Perhaps group supervision also 
RIIHUV 3RZHU¶V  QRWLRQ RI D µVDIH KDYHQ¶ ZKHUH KRQesty 
about uncertainty can thrive. Participation in such team forums by the 
psychiatrist from Team A was comparatively minimal according to 
the participants in the study. This group forum was also not available 
on Lawrence ward though one participant identified 1;1 supervision 
useful at enabling her to manage risk.  
Within the organisation a forum has been convened to provide 
support for practice where ethical dilemmas arose.  Sebastian 
discussed two situations where this committee external to the team 
had been helpful at enabling them to make a decision, in one of these 
situations it resulted in the SHUVRQ¶V autonomy being supported and 
KHUZLVKQRWWRNQRZWKHUHVXOWVRID+XQWLQJWRQ¶VWHVWUHVSHFWHG 
Personally held values and beliefs were identified as influential in the 
decisions made by Louise and Lilly; 
³,VXSSRVH,GRQ¶WNQRZWKH\FDQEe even individual things 
really, FRV,VXSSRVHZHDOOKDYHRXURZQYLHZVGRQ¶WZHRQ
mental health and how to work with people. So potentially the 
way I might work with someone might be different to some 
extent to how someone else might work with someone. I mean 
possibly, ,¶PQRWDJUHDWRQHIRUPHGLFDWLRQ, I mean I think it 
serves a purpose and I think its very useful for some people 
EXW,GRQ¶WWKLQNLW¶VWKHEHDOOand end all and the answer to 
HYHU\ERG\¶VSUREOHPV´(Louise) 
/RXLVH¶VSHUVRQDOYLHZVRIPHQWDOKHDOWKSUREOHPVDQGher practice as 
a nurse may have enabled her to maintain proximal relationships.  
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Values based practice according to Woodbridge and Fulford (2004) is 
about subjectivity and engaging with other people¶s perspectives.  
Acknowledging her subjective position may support the recognition 
of this in others and a move away from detached objectivity. 
Recovery involves people with mental health problems having the 
opportunity to exercise their own agency. Adopting a recovery 
philosophy within mental health practice involves applying specific 
values rather than working within certain models (Repper 2000, 
Lakeman 2013). Values can inform action and therefore represent an 
important intrinsic motivator for behaviour (Jambrak, Deane and 
Williams 2014). In this respect the personal beliefs and values 
suggested by Louise could be influential in her approach to practice.   
³« DQG DOVR you know I guess having like-minded care 
coordinator. Again a team is made up of different 
personalities, some are more proactive in positive risk taking, 
others are more cautious and she happens to have somebody 
who is very good and pro-active in risk taking. So I think 
together we have got that strength really and because we felt 
competent doing that, it just naturally progressed that the 
team supported that approach with her but I think if perhaps  
I was away and the care coordinator was away and nobody 
had seen her for a while, it might easily have slipped back 
into knocking on the door and seeing her more frequently.´ 
(Lilly) 
Lilly suggests that sharing these values can be an important source of 
strength potentially helping the development of narrative and moral 
proximity.  Here, she is discussing the scenario referred to previously 
where visits to a woman who was unwell were reduced.  Narrative 
and moral proximity include components where the professional is 
able to share this viewpoint with others involved in a person¶s care 
(Malone 2003).  Here Lilly highlights how combined with an ally she 
was able to secure the support of the team to adopt this approach.  
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Within this vignette Lilly discusses the therapeutic approach in the 
context of positive risk taking. Positive or therapeutic risk taking was 
identified as part of their practice by five participants (Kimberley, 
Sebastian, Jack, Lilly and Louise) with examples being provided by 
three of these.  Positive risk taking still creates a link between service 
users and risk, perpetuatiQJWKHYLHZWKDWEHLQJµULVN\¶LVSDUWRI WKH
experience of mental health problems.  In this respect it has the 
potential to contribute to constructions of service users as objects of 
ULVN+RZHYHUZLWKLQ.HQGUD¶VDQDO\VLVRIWKHFRQVWUXFWLRQRI
mariners as risk objects, he argued that due to powerlessness the only 
strategy available to the mariners to resist their objectification was to 
focus on different forms of risk.  Positive risk taking attempts to 
reintroduce the notion of possibility and gains in association with risk 
(Morgan 2000). Whilst the framework of risk remains problematic, it 
FRXOGEHDUJXHG WKDW WKLV LQFOXVLRQRIDGLIIHUHQW µIRUP¶RI ULVNPD\
support Louise and Lilly to resist emplacing service users as risk 
objects.  
Displacement of risk objects has been evidenced in Team B and not in 
Team A or Lawrence ward. Community Team B adopted a one to one 
case management model where as in Team A these responsibilities 
were held by the team.  As such Team B departed from an assertive 
outreach approach more closely aligned with the original model 
(Bond et al 2001). Time spent with service users is an important 
feature of developing narrative and moral proximity (Malone 2003). 
Interviews with Louise and Lilly have been highlighted as different to 
those with other members of the same team.  However, it is possible 
that these case management structures may have supported the 
development of proximity for Louise and Lilly.  
5.7.3 Summary 
The construction of risk objects is a dynamic process characterised by 
attempts to emplace and displace them (Hilgartner 1992).  Whilst risk 
objects themselves lack much power to resist their emplacement 
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(Kendra 2007), this chapter has examined instances largely from two 
interviews where service users where displaced. It has explored how 
Lilly and Louise were able to maintain narrative and moral proximity 
with service users to avoid viewing and treating them as objects of or 
at risk.  Personal values, allies within the team and aid from 
professionals external to the team have been explored as supports that 
may have enabled them to maintain this displacement.  
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6.0 Conclusion  
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6.1 Chapter 16: Conclusion 
 
The concluding section of this thesis presents the key findings from 
the study and considers how these insights may inform mental health 
practice and further research.  
6.1.1 Strengths and Limitations of the Study 
The strength of case study research according to Flyvbjerg (2006) 
rests in the generation of context-dependent knowledge that has 
intrinsic value.   However, transferability is partially about the 
practical application of the findings, which is a genuine concern for 
the majority of nursing research including mine as I seek to inform 
understanding about this particular area of mental health practice 
(Ruddin 2006). In order to reach a position where it is possible to 
examine the potential practical implications of the study, it is essential 
to debate the merits and limitations of the case study research process 
I have undertaken.  
Due to developments in the design of the case study, the research did 
not explore the perspectives of service users and their loved ones.  
The rationale for this decision has been provided within the 
methodology section.  The omission of these perspectives could be 
defined as a limitation of the research, particularly in light of its 
concern with the autonomy of people with mental health problems 
and recovery orientated values.  
5HVHDUFKWKDWH[DPLQHVVHUYLFHXVHUV¶H[SHULHQFHVLQUHODWLRQWRULVNLV
limited. With the exception of the work of Joan Langan (Langan and 
Lindow 2004, Langan 2008, Langan 2010), literature relating to risk 
in mental health practice is dominated by professional views.  The 
discussion highlighted that risk assessment and management has 
become an increasingly technical process which positions 
professionals as experts (Godin 2004). This narrow visibility of the 
VHUYLFHXVHUV¶YRLFHLVtherefore unsurprising. Such a discourse acts to 
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exclude service users, who lack the power to define and consequently 
manage risk (Kendra 2007).  This study, conducted by a mental health 
professional and concerned with the issue of risk may inadvertently 
perpetuate this position through the lack of attention to the 
perspectives of service users on the topic of risk.  
It has been acknowledged that atypical case studies can contribute 
valuable insights (Stake 2006). Difference in circumstance and 
participants can lead to theoretical assertions that may be relevant for 
a range of contexts (Sharp 1998, Flyvbjerg 2006,). Whilst the 
research intended to include an atypical case study this was not 
conducted, which may be viewed as a limitation of the research.  
Within this inquiry an atypical case was identified as a non-statutory 
peer led service.  Such services are characterised by people with lived 
experience of mental health problems being in control of policy, as 
well as the provision of support, planning and evaluation of the 
service (Solomon 2004, Faulkner and Kalathil 2012). Mutual support 
from peers has been shown to enable service users to be more in 
control, experience a sense of empowerment, hold hope and have 
more social contacts  (Repper and Carter 2011, Repper 2013). 
Services delivered by peers also perform well on service defined 
goals such as reduced hospital admissions (Solomon 2004, 
Tratenberg, Parsonage, Boardman and Shepard 2013). The positive 
impact of peer led services (and peer support) on recovery would 
suggest that including such an atypical study would have contributed 
to the development of richer and more rounded explanations. An 
atypical case study may have furthered understanding of how 
connections ZLWK VHUYLFH XVHUV¶ VXEMHFWLYH H[SHULHQFHV PD\ PHGLDWH
against an emphasis on their risk. This is a perspective which is 
limited within the current study as it only consistently appears in two 
interviews.  Additionally, I would have been able to compare this 
with the impact of professional accountability and the statutory 
organisational directives that featured significantly in both the 
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instrumental case studies, since these influences would have been 
different in a peer led service.   
Case study research involves the collection of detailed information 
from multiple sources (Yin 2003, Casey 2006, Gangess and 
Yurkovich 2006,).  In order to fully immerse myself in a setting to 
support the development of rich interpretation, data collection was 
completed in one case study setting before the next case study was 
initiated.  Conducting the research has therefore been a lengthy 
process complicated by the challenges of undertaking the study part-
time.  The complexity and depth of case study research suggests these 
issues are not unique. However, this may reflect a limitation of this 
research.  Change is a constant feature of statutory healthcare 
provision, yet during the period of the study new service 
commissioning arrangements were introduced nationally (Health and 
Social Care Act 2012).  It has also been noted that the organisation 
within which the study took place has a focus on the implementation 
of recovery at an organisational level. The organisation revised its 
recovery strategy in 2013, with specific goals related to risk 
assessment and management.  There is potential that these factors 
could have had an impact on the teams that formed the case studies 
for this research, their organisation and practice, possibly 
undermining the relevance of these findings.  However, literature 
published more than 10 years after health policy espoused a 
commitment to recovery has highlighted that adopting the recovery 
approach in mental health services is a cultural shift that has yet to be 
made (Barker and Buchanan-Barker 2011, Yates et al 2012).  
Therefore, there is potential that the changes noted here may take 
longer to have an impact than the period of this study.  
All these limitations present opportunities for further research. Whilst 
DFDVHVWXG\QHHGVWREHFRQFOXGHGWKLVGRHVQ¶WQHFHVVDULO\PHDQWKDW
it is closed (Flyvbjerg 2006, Perry 2011).  Exploring the research 
TXHVWLRQ LQ DQ µDW\SLFDO¶ SHHU OHG VHUYLFH LV D GLUHFWLRQ IRU IXWXUH
research, the findings of which could be compared with those of this 
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study.  In addition a broader range of perspectives on the experience 
of potential tensions that may arise from delivering care and enforcing 
control could be gathered, through the examination of service users¶ 
and carerV¶ experiences. This could provide further insight into 
strategies that service users undertake to challenge definitions of risk. 
Whilst recognising risk objects as disempowered, +LOJDUWQHU¶V(1992), 
Boholm and Corvellec¶V (2011) DQG .HQGUD¶V  ZRUN ODFNV D
full analysis of how these definitions may be resisted by those 
constructed as risk objects.  Such insight may be important to further 
consider how the position of service users as objects of risk could be 
challenged;    particularly since mental health practice has a long 
history of people with mental health problems actively challenging 
the manner in which they have been treated and defined.  
The association between service users and risk appeared frequently 
within WKHILQGLQJVRIWKHVWXG\ZKLFKZDVOLQNHGZLWKSURIHVVLRQDOV¶
distance from a SHUVRQ¶VVXEMHFWLYHH[SHULHQFHXQGHUWKHLQIOXHQFHRI
social and organisational constraints.  The consistency with which 
this was evidenced is a strength of the study.  This was underpinned 
by the use of observations and interviews.  The comparison of 
findings across the different methods of data collection and two case 
studies provided the opportunity for triangulation, strengthening the 
interpretation of such patterns (Darke, Shanks and Broadbent 1998, 
Yin 2014).    
6WDNH  QRWHV WKDW ZLWKLQ FDVH VWXG\ µLQWHUSUHWDWLRQV DUH
HQULFKHG E\ SHUVRQDO H[SHULHQFH¶ 7KH SURIHVVLRQDO H[SHULHQFHV WKDW
inspired the study have provided an important foundation for the 
research. The personal reflections incorporated within this thesis 
present an account of the influences of my own values and actions on 
the research. Yet these reflections may also make a contribution to the 
depth achieved within the interpretative process, particularly in 
relation to revelations that tensions between delivering care and 
pressures to control did not appear in the manner that I anticipated or 
that reflected my own nursing practice.  Personal influences of the 
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researcher on a study have traditionally been perceived as a negative 
force, even within case study research (Yin 2003). However, 
supported by an epistemological context that claims individual 
UHVHDUFKHUV¶EHOLHIVDUHDQHVVHQWLDOSDUWof developing understanding 
(Habermas 1972, Stake 2006, Andrade 2009), these personal 
reflections may have assisted the development of rigour since they 
offered a further perspective for comparison. This is further 
emphasised by the discovery of findings that significantly challenged 
my pre-conceived ideas (Flyvbjerg 2006).  
7KH H[FOXVLRQ RI VHUYLFH XVHUV¶ DQG FDUHUV¶ SHUVSHFWLYHV DQG DQ
atypical case study from the research may be considered a limitation; 
but conversely, the focus on health professionals and statutory 
services could be viewed as an advantage. The majority of mental 
health care is delivered by statutory services led by professionals.  
Focusing on these areas may have enabled a more bounded case 
study, set in the context of mainstream services where care is 
delivered.  
The strengths explored in this section reflect the well documented 
benefits of case study research that supports the development of rich 
DQGGHWDLOHGLQWHUSUHWDWLRQVLQFRPSOH[µUHDOZRUOG¶VLWXDWLRQV6WDNH
2000, Flyvbjerg 2006, Ruddin 2006, Watts 2007).  
6.1.2 Implications of the Study 
6.1.2.1 Summary of Key Findings 
A concern that mental health practitioners are likely to be frequently 
caught in a process of trying to strike a balance between promoting 
choice and exerting control has been regularly discussed within the 
literature, though it has rarely been explored empirically (Hopton 
1996, Morrall and Hazleton 2000, Langan 2008, Tickle et al 2014). 
At the outset, this thesis presented an argument that there is a duality 
at the core of mental health service delivery. It considered how the 
historical development of institutional and community care has 
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shaped a concern for the need to control people with mental health 
problems alongside providing therapeutic care and support.  Tensions 
between the rights of the individual to self determination and 
perceived threats to public safety in the development of mental health 
legislation have been examined. Within contemporary mental health 
practice it has been proposed that mental health professionals, through 
the assessment and management of risk, are positioned to control 
µQRQ-FLWL]HQV¶ ZKR GR not conform to the roles and responsibilities 
demanded by a neo-liberal society. It has been argued that this 
IXQFWLRQ FRQIOLFWV ZLWK WKH SURIHVVLRQDOV¶ UROH WR ZRUN DORQJVLGH
people with mental health problems to support their recovery.  I, 
therefore, argued that mental health professionals could experience 
tension in making decisions due to these conflicting influences on 
their practice.  The research set out to explore whether and how 
mental health practitioners perceive and experience the potential 
tensions that may arise from delivering care and enforcing control for 
people who experience mental health problems.  
Within the case study sites, this research has claimed that the 
expression of such duality is limited.  The notion of risk was seen to 
govern the practice of mental health professionals to such an extent 
that it defined how service users were understood and treated.  The 
application of Hilgartner (1992) alongside Kendra (2007) and 
Boholm and Corvellec¶V (2011) work has offered new insight into the 
well-documented concern regarding the preoccupation with risk in 
mental health practice.  The interpretations presented in this study 
suggest that the nature of the relationship between professionals and 
service users is pivotal to understanding how this dominance of risk is 
created and maintained. Distance between professionals and service 
users on a spatial, narrative and moral level enabled the subjective 
experience and individuality of that person to become lost. Through 
this, the conditions were developed whereby risk could come to 
dominate their identity in the eyes of mental health professionals.  
However, an examination of the perspectives of participants in this 
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study suggests that this relationship between a professional and 
service user (and ultimately their construction as a risk object) is 
significantly influenced by professional, organisational and social 
contexts. Documentation systems, incident inquiries, a fear of being 
blamed, alongside responses from local social agencies and 
community members were viewed as contributing to the construction 
of service users as a source of risk. These were also viewed as 
informing the response that a risk object should be subject to 
surveillance and control.  All of which is supported by a social 
theoretical perspective of risk.  This study has recognised a lack of 
visibility of the service user voice in decision making. These findings 
would suggest that principles of recovery have had a limited impact in 
the case study sites at the time of the research.  Discovering how to 
move forward from this position and consider how it may be 
addressed is therefore complex.  
6.1.2.2 Duality  
Developing insight into the expression of duality in contemporary 
mental health services may in itself be of value.  The objectification 
of both patients and people with mental health problems has long 
been recognised (Menzies Lyth 1960, Foucault 2006). In light of the 
findings of this study which suggest these processes continue to be 
embedded in health care; as mental health professionals practicing in 
the context of humanistic and recovery orientated values we may be 
at risk of perpetuating a form of false consciousness.   Such 
DUJXPHQWV UHIOHFW +RSWRQ¶V  DVVHUWLRQV WKDW PHQWDO KHDOWh 
professionals¶ claims to be working in person-centred ways can serve 
to legitimise compromises to service users¶ rights. The justifications 
provided by participants on the basis of reified notions of risk, that 
mechanisms of control are always necessary may also perpetuate a 
false consciousness  )RXFDXOW¶V DQDO\VLV RI WKH IRUFHV WKDW DFW WR
define  and control madness (which are recognised in this thesis) have 
EHHQFULWLFLVHGIRUSUHVHQWLQJµVXEMHFWV¶WKHPVHOYHVDVODFNLQJDJHQF\
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(McNay 2013). The apparent entrenchment of objectification, 
influenced by professional, organisational and social contexts could 
reinforce this position.  However, understanding and raising 
awareness of the situation reflects the emancipatory knowledge 
interests of Habermas (1981) which provide the epistemological 
context for the thesis.  This highlights that recognising that people 
with mental health problems are being objectified and that 
professionals may act as part of a process which reinforces this can 
make a contribution to creating the conditions to change the situation.  
The pressures to construct service users as objects of risk did not 
overpower all the participants in the study. This may offer further 
hope that resisting influences to define and treat service users in terms 
of their risk is possible. These individuals were exposed to the same 
professional, organisational and social influences as other 
participants, yet they were able maintain their connection with service 
XVHUV¶QDUUDWLYHV7KHUHDVRQVIRUWKLVZHUHQRW fully explained in the 
interviews.  There could be significant value in gaining further insight 
into the factors that enable staff to develop practice that remains 
IRFXVHGRQWKDWSHUVRQ¶VVXEMHFWLYHH[SHULHQFHV 
6.1.2.3 Risk and Professional Practice 
The development of a distal relationship between professionals and 
service users created the conditions whereby their construction as risk 
objects was possible.  It also appeared to be reinforced by ideas of 
risk and uncertainty, perpetuating the view of people with mental 
KHDOWKSUREOHPVDVµXQNQRZQULVN\RWKHUV¶'eveloping knowledge of 
the person using services through establishing a meaningful 
relationship could undermine the challenge posed by the unknown 
associated with the experience of risk and therefore emphasise what is 
familiar between the two, helping to reduce fear (Kearney 2003).  
These findings would support an approach to understanding and 
UHVSRQGLQJ WR ULVN WKDW LV VLWXDWHG LQHQJDJHPHQWZLWK VHUYLFHXVHUV¶
individual experiences.  The disconfirming evidence provided by the 
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interviews with Louise and Lilly underlines these claims as they were 
able to see risk in the context of the whole person, not as defining the 
whole person.  
Situating an understanding of risk within the context of a relationship 
creates space for exploring threats to the person¶s own safety and 
well-being, such as victimisation, stigma or the physical effects of 
psychiatric medication (Muir-Cochrane 2006, Langen 2008). This 
presents an opportunity to move away from service users as the 
source of risk (therefore displacing their position as risk object) 
alongside recognition of the potential gains that may be achieved 
through the person taking more control.   Yet developing a 
relationship that is valued by service users could also impact 
positively on risks. Scott-0RQFULHII HW DO¶V  UHSRUW RQ WKH
Gonzales inquiry stresses that developing a service that people with 
mental health problems value is essential and in itself could help to 
promote safety. Within the community setting this could entail re-
evaluating opportunities for engagement in response to the service 
users experiences, such as that observed in relation to Carl (p166).  
Within an acute setting, promoting opportunities for individualised 
care such as involving service users in their decisions about 
observation levels could promote such an approach.   
Emphasising a need for meaningful relationships reflects the claim 
that current approaches to risk undermine the relational emphasis of 
mental health care (Godin 2006).  In many respects the arguments 
explored here underpin recommendations for good professional 
practice (DH 2006, South London and Maudsley NHS Trust, South 
West London and St Georges Trust 2010) and in some cases good 
practice for assessing risk (DH 2007), yet this may not be being 
achieved.  Adapting the tools used to document risk assessments and 
PDQDJHPHQW SODQV WR FUHDWH PRUH HPSKDVLV RQ DQ LQGLYLGXDOV¶
experience, could be an area to further examine to support the 
formation of a relational approach to risk, particularly in the context 
of significant debate over existing tools (Langan 2010, Fazel et al 
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2012). Similar developments are considered by Boardman and 
Roberts (2014) in an IMrOc paper examining recovery and risk.  Here 
the authors promote person centred safety planning as a means to 
redress the balance between risk and recovery.  The paper argues that 
SODQQLQJ IRU VDIHW\ HQDEOHV D JUHDWHU IRFXV RQ LQGLYLGXDOV¶ VHOI-
determination, opportunity and responsibility.  Additionally, a 
partnership between service users and professionals supports 
collaborative understanding of problems and the development of 
strategies and plans to deal with them and promote safety.  This 
reflects the experiences of Louise and Lilly, therefore providing some 
evidence that Boardman and Roberts¶ (2014) recommendation for 
recovery orientated approaches to risk could have an impact.   
6.1.2.4 Risk and Language 
Within this study practitioners tended to treat risk as an objective 
entity, associated with harm perpetuated by service users, which 
needed to be quantified and controlled. The process of construction 
examined in this thesis has highlighted how risk came to dominate the 
identity of people with mental health problems.  As part of raising 
consciousness, it is   essential to draw attention to the manner in 
which the term risk has come to represent such a narrow range of 
ideas in the mental health practice explored in this study.  Risk is not 
a neutral concept. Yet accepting that risk is, supports a process of 
reification thaWPD\KDYHHQDEOHGµULVN¶WREHFRPHWKHNH\LVVXHWKDW
determines the support and treatment people receive from mental 
health services.  Moving forward from these insights suggests that as 
mental health practitioners we need to be more attentive to language 
and perhaps subsequently more questioning of the ideas that it 
represents.  
In the context of interpretations made in this study, this assertion 
implies that the language of risk may itself be perpetuating an 
association between service users and harm.  A professionalised 
discourse of risk has been seen to act to exclude service users.  The 
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DVVRFLDWLRQ ZLWK SUHGLFWDELOLW\ PD\ VHUYH WR UHLQIRUFH SURIHVVLRQDOV¶
vulnerability to becoming objects at risk through a blame process 
(chapter 12).    The use of the term risk in mental health services 
could be problematic.  Boardman and Roberts¶ (2014) paper argues 
that to promote recovery whilst also maintaining safety requires a 
conceptual (and practical) shift in risk assessment and management 
practice.  Notably within the paper the language used, particularly in 
relation to risk management VKLIWVWRDIRFXVRQµVDIHW\¶7KHXVHRI
such language was more visible in the interviews with Louise and 
Lilly than other participants.  I would argue that the use of concepts 
such as safety, threats to safety and opportunity, provide scope for 
more individualised means to understand the dangers that people may 
be pose, or be exposed to.  This could be reflected within assessment 
and planning frameworks, promoting a more focused, relational and 
contextual understanding of the person¶s circumstances. Such a 
semantic shift might challenge the displacement of individual 
experiences in favour of generalised disembodied risk factors applied 
to all people with mental health problems (Castel 1991).  
6.1.2.5 Organisational Influences  
Chapters 11 and 13 discussed the capacity for structures and practices 
within the NHS organisation to act to promote distance between staff 
and service users, alongside identifying service users as the source of 
risk.  Developing recommendations for the study has to therefore 
examine how these practices could be amended. Meeting structures 
ZHUH QRWHG DV SURPRWLQJ GLVWDQFH DQG H[FOXGLQJ WKH VHUYLFH XVHUV¶
voice.  This was compounded by a perception that complex and 
µULVN\¶ GHFLVLRQV VKRXOG EH PDGH LQ WKHVH IRUXPV DZD\ IURP WKH
service user.  Connection with subjective experiences, undermining 
the construction of service users as risk objects was promoted by 
proximity to the service user which was spatially and temporally 
located.  Creating opportunities for mental health professionals and 
service users to engage in dialogue, particularly in the context of 
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decision making could promote proximity. These opportunities would 
also support a relational approach to understanding risk.  
The open dialogue model provides one example of how care may be 
organised to facilitate close relationships between staff service users, 
families and networks of support.   The approach grew from 
psychotherapeutic work with people with psychosis and their families 
(Seikkula and Olsen 2003).  Informed by specific approaches to 
therapeutic dialogue, the model is a whole systems approach that 
centres on treatment meetings which DLPWRµPDNHVHQVHRIWKHFOLHQWV
experience and find ways of FRSLQJ ZLWK WKDW H[SHULHQFH¶ 6HLNNXOD
2003:232).  Meetings are organised immediately following initial 
contact with services, involve all those in the persons support network 
and offer consistency of team support (Seikkula, Alakare, Aaltonen 
2011). According to Seikkiula et al (2011) the role of the mental 
health team involves providing security and a safe space to hold 
uncertainty. Follow-up studies of those participating in the open 
dialogue approach, in Lapland where it developed, showed decreased 
use of medication, reduced hospital admission, reduced relapse and 
being more likely to be employed (Seikkula and Olsen 2003). Open 
dialogue meetings create the opportunity to engage with the meaning 
RI WKH SHUVRQ¶V SV\FKRWLF H[SHULHQFHV LQ WKH FRQWH[W RI WKHLr life 
events and relationships.  Seikkula (2003) notes that participating in 
the process as a professional means sharing the emotions of the 
clients.  This assertion clearly expresses narrative and moral 
proximity with service users.   
It is notable that the consistency and inclusiveness of the meetings is 
seen to contribute to an environment where uncertainty may be held. 
This is significant in light of the arguments explored in Chapter 11 
where uncertainty becomes a source of anxiety for professionals, 
perpetuating distance from service users to protect against that 
DQ[LHW\  3RZHU  DOVR DGYRFDWHV WKDW D QHZ µSROLWLFV RI
XQFHUWDLQW\¶ QHHGV WR EH GHYHORSHG WR WDFNOH RUJDQLVDWLRQDO
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approaches to the risk management of everything. Spaces where 
uncertainty can thrive are perceived to be important for this to evolve.  
Methodological criticisms of evaluation studies have led to some 
questioning of the claims made regarding the impact of Open 
Dialogue (Ross 2013).  Yet the links with recovery approaches have 
been recognised and there is support for the development of the 
model within the UK (Developing Open Dialogue 2012). Open 
Dialogue has largely been tested in services supporting people with 
psychosis in which the majority of the workforce have undertaken 
education in psychotherapy, thus highlighting the complexity of 
translating the model into mental health services outside Lapland.  
However, the Open Dialogue principles of consistent support, regular 
meetings centred on an individual service user (as opposed to, for 
example, ward round structures) and empathic dialogue focusing on 
subjective meanings may offer some practical strategies to challenge 
structures that promote distancing.     Additionally, the focus on 
dialogue as a means of sense making and bringing the individual with 
psychosis, their networks and professionals closer together reflects 
+DEHUPDV¶ HPDQFLSDWRU\ LQWHUHVWV  6SHHFK DFWV, according to 
Habermas, enable emancipatory communicative action when mutual 
understanding is achieved between two people who are capable of 
speech and action. Both individuals   recognise the rights of the other 
to be engaged in dialogue and that participants can attain consensus 
(Giddens 1982).  
This discussion has considered how supporting professionals to 
remDLQ FRQQHFWHG ZLWK VHUYLFH XVHUV¶ LQGLYLGXDO QDUUDWLYHV PD\ EH 
where there is most potential to impact on practice.  The study has 
however also noted how professionals themselves and the 
organisation may be positioned as objects at risk.  Repositioning of 
these powerful groups is complex, yet it may be valuable to consider 
strategies which may reduce the threat of loss that has become 
associated with supporting people with mental health problems, 
acting to reinforce service users as risk objects.  Debates concerning 
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empowerment of service users are useful to inform consideration of 
the impact of such power relationships on professionals and service 
users.  This critical awareness shown by some participants of the 
influences of organisational systems on the actions of mental health 
professionals may be particularly significant. Practitioners are 
themselves subject to the influence of considerable power 
relationships in order to promote the maintenance of the status quo 
and compliance with the dominant norms and values of the current 
organisational and political systems (Ryles 1999). Yet they can lack 
awareness of such an influence on their practice (Masterson and 
Owen 2006). Through the development of consciousness regarding 
the impact of these power relationships, mental health professionals 
are enabled to consider their own role in oppressing rather than 
empowering people with mental health problems.  Recognising the 
sources of control and dominance creates the scope for change 
(Habermas 1972). Reference to forums to support decision making, 
such as the ethics meeting and the identification of allies within a 
team, may provide indications of where those participants in the study 
identified a collective response that facilitated this critical 
perspective.  
Within this research, the fear of being blamed by both their local 
organisation, professional bodies and in some cases wider society 
appeared as a key influence on mental health professionals that 
promoted the construction of service users as objects of risk.  Shifting 
cultures of blame in healthcare services is a major challenge.  
However, this finding would emphasise the need for clear 
organisational processes that support reflection and learning 
following adverse events, rather than culpability.  Shepherd, 
Boardman and Burns¶ (2010) vision for the development of recovery 
in mental health services underlines the importance of organisational 
commitment to ensuring that staff are supported rather than blamed.  
Through this, they suggest positive risk taking would be enabled.  
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Professional guidelines articulate a role for mental health 
professionals to support therapeutic risk taking, enabling people to 
exercise choices and rights, striking a balance between this and a duty 
of care (NMC 2010a, Health and Care Professionals Council 2012, 
Morgan 2007).  This position is reflected in best practice guidelines 
(DH 2007). Participants in this study emphasised the perceived role of 
professional bodies in punishing bad practice following negative 
events.  This highlighted that an emphasis within professional 
guidance which promoted the need to support people with mental 
health problems to make choices was not recognised. Whilst this 
expression from participants appeared to be influenced by social and 
organisational factors, it highlights the potential for a gap in 
knowledge of full professional and best practice guidelines; a 
perspective emphasised by Langan (2008).   There may be a role for 
education and training bodies in promoting awareness of best practice 
in this area and the guidelines that inform it.      
6.1.2.6 Public 
The potential influence of the media and public attitudes on policy 
development and mental health practice was acknowledged in the 
literature review.  Chapter 14 highlighted those participants who 
perceived their decision making in relation to individual service 
users¶ care was influenced by these social contexts.  Notably, all the 
examples identified in Chapter 14 narrated that the consequences 
were higher levels of containment for the service user.  The 
importance of tackling prejudice and negative media portrays of 
people with mental health problems has long been recognised.   
Significant investment in changing public attitudes has been made. 
Despite many improvements, the percentage of people associating 
mental health problems with violence has actually increased (Time to 
Change 2013).  Whilst this study is unable to offer any 
recommendations as to how these issues may be addressed, it 
emphasises the significance of tackling public perceptions through the 
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insight into the direct impact these had on the mental health 
SURIHVVLRQDOV¶ HYHU\GD\ GHFLVLRQ PDNLQJ 7KH VWXG\ KDV KLJKOLJKWHG
that local media reporting was of particular concern, emphasising the 
potential to focus on positive relationships with the media at a local 
level.  Open dialogue has been identified as an approach that supports 
meaningful relationships between people with mental health 
problems, their support network and mental health professionals. 
Seikkula et al (2011) note that this may have had a positive impact on 
the perception of mental health services in the local community.  
Participants from the community team highlighted that the reactions 
of community members, alongside local agencies, impacted on their 
decision making.  Where these agencies are involved in the persons¶ 
support network (such as housing and the police) including them in 
dialogue meetings with the person could provide the opportunity for 
their concerns to be heard without necessarily compromising the 
VHUYLFHXVHU¶VIUHedom.  
6.1.3 Conclusion 
The thesis has contributed to knowledge through the new insights 
presented on the means through which risk has come to dominate 
perceptions of service users in mental health practice. Using 
Hilgartner¶s theory (1992) it has emphasised relationships as key 
to explaining how mental health professionals understand risk in 
relation to service users.  The weight of the professional, 
organisational and social influences on this process is heavy, yet 
raising awareness of these processes provides opportunity for 
critical dialogue.  There is also a need to maintain consciousness 
that definitions of risk objects are open to reconstruction and 
change.  The concluding chapter to this thesis has explored 
approaches that may undermine the position that people with 
mental health problems are objects of risk.  
The research has examined an area which has been much debated 
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disseminating the research it is hoped that it will inform 
development of strategies needed to enable individuals and 
organisations to move towards a position in which service users 
are able to make genuine choices about their lives, in a way that 
people without this label take for granted.  
         
         
         
         
         
         
         
         
         
         
         
         
         
         
         
         
         
         
         
         
         
         
         
         
          
  
290 
 
    
7.0 References    
     
  
291 
 
Adams, J., and Drake, R. (2006) Shared Decision Making and 
Evidence Based Practice. Community Mental Health Journal 42(1): 
pp.87- 105 
Alaszewski, A. (2006) Managing risk in community practice; nursing 
risk and decision making. In Godin P (Ed) Risk and Nursing Practice. 
Basingstoke: Palgrave Macmillan. pp 
Alaszewski, A. and Coxon, K. (2009) Editorial, Uncertainty in 
everyday life, risk worry and trust. Health Risk and Society 11(3): 
pp201-207 
Alicke, M. (2000) Culpable Control and the Psychology of Blame. 
Psychological Bulletin 126(4): pp 556-574 
Andes, M., and Shattell, M. M. (2006). An exploration of the 
meanings of space and place in acute psychiatric care. Issues in 
Mental Health Nursing 27(6): pp.699-707.  
Anderson S (2011). Coercion. In: Stanford Encyclopaedia of 
Philosophy. Available at: http://plato.stanford.edu/entries/coercion/ 
[Accessed 14th August 2012] 
Angrosino, M. (2007) Doing ethnographic and observational 
research. London. Sage 
Angrosino, M. and Rosenberg, J. (2008) Observations on 
Observation: Continuities and challenges In: Denzin N, K. and 
Lincoln Y, S. (Eds) The Sage Handbook of Qualitative Research. Los 
Angeles. Sage. 
Anthony, W. A. (1993) Recovery from mental illness: the guiding 
vision of the mental health systHP LQ WKH ¶V. Innovation and 
Research 2(3): pp.17-23 
Appelbaum, P.S, Robbins, P.C, and Monahan, J. (2000). "Violence 
and delusions: data from the MacArthur Violence Risk Assessment 
Study." The American journal of psychiatry 157(4): pp.566-572. 
292 
 
Appleby, L. Kapur, N. Shaw, J. Hunt, I, While, D. Flynn, S, 
Windfuhr, and Williams, A. (2013) The National Confidential Inquiry 
into Suicide and Homicide by People with Mental Illness. 
Manchester. University of Manchester.   
Arnold, D. (2001) Coercion and Moral responsibility. American 
Philosophical Quarterly 38(1): pp.53-67  
Ashmore, R. (2008) Nurses accounts of locked ward doors; ghosts of 
the asylum or acute care in the 21st century ? Journal of Psychiatric 
and Mental Health Nursing 15(3): pp 175-185 
Aston, V., and Coffey, M., (2012) Recovery: what mental health 
nurses and service users say about the concept of recovery Journal of 
Psychiatric and Mental Health Nursing  19(3): pp.257-263 
Avis, M. (2003) Do we need methodological theory to do qualitative 
research? Qualitative Health Research 13(7): pp.995-1004 
Barnes, M. and Bowl, R. (2001) Taking over the asylum; 
empowerment and mental health. Basingstoke. Palgrave.  
Barker, P. and Buchanan-Barker, P. (2011) Mental Health Nursing 
and the Politics of Recovery: A Global Reflection Archives of 
Psychiatric Nursing 25(5): pp.350-358 
Barker, P. and Buchanan-Barker, P. (2011a) Myth of mental health 
nursing and the challenge of recovery International Journal of Mental 
Health Nursing 20(5): pp.337-344 
Bartlett, P. and Sandland, P. (2007) Mental Health Law, policy and 
practice. 3rd edition. Oxford University Press.   
BBC News (2010) Man sectioned over (name place removed) 
grandfather killing Available at: 
http://www.bbc.co.uk/news/10351284 [Accessed; 10th January 2014] 
Bee, P., Richards, D., Loftus, S., Baker, J., Bailey, L., Lovell, K., 
Woods, P., and Cox, D. (2006) Mapping nursing activity in acute 
293 
 
inpatient mental healthcare settings Journal of Mental Health 15(2): 
pp:217-226 
Beck, U. (1992) Risk Society; Towards a new modernity.  London. 
SAGE.  
Bentall, R. (2013) Too much coercion in mental health services. The 
Guardian. 1st Feb 2013 Available at: 
http://www.theguardian.com/commentisfree/2013/feb/01/mental-
health-services-coercion [Accessed 22nd April 2014]  
Bentham, J. (2003) Panoptican or the inspection house In 
McCaughlin, E., Funice, J. and Hughes, G. (Eds) Criminological 
Perspectives, Essential Readings. 2nd edition. London. Sage 
Benton, T. and Craib, I. (2001) Philosophy of Social Science. London. 
Palgrave 
Beresford, P. and Branfield, F. (2012) Building solidarity, ensuring 
diversity: lessons from service users and disablHG SHRSOH¶V
movements In Barnes, M., Cotterell, P. (Eds) Critical Perspectives on 
User Involvement. Bristol. Policy Press.  
Bertram, M. and Powell, J. (2005) Reforms, Rights or Wrongs? A 
Foucauldian Exploration of The New Mental Health Bill in the 
United Kingdom International Journal of Sociology and Social 
Policy. 25(12): pp.1-21 
Beauchamp, T. and Childress, J. (2001) Principles of Biomedical 
Ethics. 5th Edition. Oxford. University Press.  
Binding, L. and Tapp, D. (2008) Human understanding in dialogue: 
GaGDPHU¶V UHFRYHU\ RI JHQXLQH Nursing Philosophy 2(9): pp. 121-
130 
Bindman, J., Reid, Y., Szmukler, G., Tiller, J., Thornicroft, G. and 
Leese, M. (2005) Perceived coercion at admission to psychiatric 
294 
 
hospital and engagement to follow-up. Social Psychiatry Psychiatric 
Epidemiology. 40(2): pp.160-166 
Bjorkdahl, A., Palmstierna, T. and Hansebo, G. (2010) The bulldozer 
DQG WKH EDOOHW GDQFHU DVSHFWV RI QXUVHV¶ FDULQJ DSSURDFKHV LQ DFXWH
psychiatric intensive care. Journal of Psychiatric and Mental Health 
Nursing 17(6): pp.510-518  
Bloomer, M., Cross, R. 2¶&RQQHU, M., Endacott, R.  and Moss, C. 
(2012) Qualitative Observation in a Clinical Setting: Challenges at the 
end of life Nursing and Health Sciences 14(1): pp.25-31 
Boardmen, J. and Shepard, G. (2009) Implementing Recovery, a new 
framework for organisational change. London. Centre for Mental 
Health.  
Boardman, G., Roberts, G. (2014) Risk, Safety and Recovery, a 
briefing . ImRoc. Centre for Mental Health. London. NHS 
confederation.  
Boholm, A. and Corvellec, H. (2011) A relational theory of risk. 
Journal of Risk Research 14(2): pp.175-190 
Bond, G. Drake, R. Mueser, K. and Latimer, E (2001) Assertive 
Community Treatment for People with Serious Mental Illness, 
Critical Ingredients and Impact on Patients. Disease Management and 
Health Outcomes 9(3): pp.141-159  
Bonner, A., and Tolhurst, G. (2002) Insider-outsider perspectives of 
participant observation. Nurse Researcher 9(4): pp.7-19  
Bonney, S., Stickley, T. (2008) Recovery and mental health: a review 
of the British Literature. Journal of Psychiatric and Mental Health 
Nursing  15(2): pp.140-143 
Borg, M. and Kristiansen, K. (2004) Recovery-orientated 
professionals: Helping Relationships in mental health services. 
Journal of Mental Health 13(5): pp.493-505 
295 
 
Borthwick, A., Holman, C., Kennard, D., McFetridge, M., 
Messruther, K., and Wilkes J (2001) The relevance of moral treatment 
to contemporary mental health care. Journal of Mental Health 10(4): 
pp.427-439 
Bowen, G. (2008) Naturalistic inquiry and the saturation concept: a 
research note Qualitative Research 8(1): pp.137-152 
Bowers, L., Alexander, J. and Gaskell, C (2003) A trial of an anti-
absconding intervention in acute psychiatric wards. Journal of 
Psychiatric and Mental Health Nursing 10(4): pp.410-416 
Bowers, L., Brennan, G., Winship G, and Theodoridou, C (2012) 
Communication skills for nurses and others, spending time with 
people who are very mentally ill. London. City University.  
Bowers, L., Simpson, A., Alexander, J., Hackney, D., Nijman, H., 
Grange, A. and Warren, J. (2005) The nature and purpose of acute 
psychiatric wards: The Tompkins Acute Ward Study. Journal of 
Mental Health 14(6): pp625-635 
Bowles, A. (2000). Therapeutic nursing care in acute psychiatric 
wards: Engagement over control. Journal of Psychiatric and Mental 
Health Nursing (Commentary), 7, pp.179±184. 
Braslow, J. T. (2013) The Manufacture of Recovery. Annual Review 
of Clinical Psychology 9: pp.781-809 
Bringer, J., Johnston, L., and Brackenridge, C. (2004) Maximising 
Transparency in a Doctoral Thesis: The complexities of writing about 
the use of QSR*NVivo within a Grounded Theory Study Qualitative 
Research 4(2): pp. 247 -265 
Bressington, D. T., Wells, H., and Graham, M. (2011) A concept 
PDSSLQJ H[SORUDWLRQ RI VRFLDO ZRUNHUV¶ DQG PHQWDO KHDOWK QXUVHV¶
understanding of the role of the Approved Mental Health 
Professional.  Nurse Education Today 31(6): pp.564-570 
296 
 
British Association of Social Workers (2012) The code of ethics for 
social workers Statement of Principles. Policy ethics and human 
rights committee. Birmingham. BASW.  
Brohan, E., Slade, M.,  Clement, S. and  Thornicroft, G. (2010) 
Experiences of mental illness, stigma, discrimination: a review of 
measures. BMC Health Services Research 10(80) 
http://www.biomedcentral.com/1472-6963/10/80 [Accessed 18th 
February 2015] 
Buchanan, A. (1999) Risk and Dangerousness. Psychological 
Medicine 29(2): pp. 465-473 
Burns, T., Ksenija-Yeeles, K., Molodynski, A., Nightingale H, 
Vazquez-Montes M,Sheehan, K. and Linsell, L. (2011) Pressures to 
DGKHUHWRWUHDWPHQWµOHYHUDJH¶LQ(Qglish mental healthcare.  British 
Journal of Psychiatry. 199(2): pp.145-150 
Burns, T., Rugaska, J., Molodynski, A., Dawson, J., Yeeles, K., 
Vazquez-Montes, M., Voysey, M., Sinclair, J., Priebe, S. (2013) 
Compulsory Treatment Orders for Patients with Psychosis (OCTET); 
a randomised control trial.  The Lancet 381(9878): pp.1627-1633 
Busfield, J. (1996) Professionals, the state and the development of 
mental health policy In  Heller T, Reynolds J, Gomm R, Muston R, 
Pattison S (Eds) Mental Health Matters, A reader. Basingstoke. 
McMillan.  
Busfield, J. (2004) Mental Health Problems, Psychotropic drug 
technologies and risk. Health Risk and Society 6(4): pp.361-375  
Butler, T. (1993) Changing Mental Health Services, The politics and 
policy. London Chapman and Hall.  
Cairney, P.  7KH µ%ULWLVK 3ROLF\ 6W\OH¶ DQG 0HQWDO +HDOWK
beyond the headlines Journal Social Policy 38(4): pp.671-688 
297 
 
Campbell, P. (2009) The service user/survivor movement In  
Reynolds, J., Muston, R., Heller, T., Leach, J., McCormick, M., 
Wallcraft, J. and Walsh, M. (Eds) Mental Health Still Matters. 
Palgrave. Milton Keynes 
Campbell, J. (2010) Deciding to Detain: The use of compulsory 
Mental Health Law by UK social workers. British Journal of Social 
Work 40(1): pp.328-334 
Campbell, J., and Davidson, G. (2009). Coercion in the community: a 
situated approach to the examination of ethical challenges for mental 
health social workers. Ethics and Social Welfare 3(3): pp.249-263. 
Care Quality Commission (2011) Count Me in 2010, results of the 
2010 national census of inpatients and patients on supervised 
community treatment in mental health and learning disabilities 
services in England and Wales. London. Care Quality Commission 
and National Mental Health Development Unit.  
Care Quality Commission (2013) CQC finds Mental Capacity Act not 
well understood across all sectors and calls for more work to improve 
Available at: http://www.cqc.org.uk/content/cqc-finds-mental-
capacity-act-not-well-understood-across-all-sectors-and-calls-more-
work  [Accessed July 2014] 
Care Quality Commission (2014) Monitoring the Mental Health Act 
in 2011/2012. Newcastle. CQC  
Care Services Improvement Partnership, Royal College of 
Psychiatrists, Social Care Institute for Excellence (2007) Position 
paper; A common purpose; Recovery in future mental health services. 
London. Social Care Institute for Excellence.  
Carpenter, M. (2009) A third Wave, Not a Third Way? New Labour, 
Human Rights and Mental Health in Historical Context. Social Policy 
and Society 8(2): pp.215-230 
298 
 
Casey, D. (2006) Choosing an appropriate method of data collection. 
Nurse Researcher 13(3): pp.75-92 
Castel, R. (1991) From Dangerousness to Risk In  Burchell G, 
Gordon C, Miller P (Eds) The Foucault Effect, Studies in 
Governmentality. Chicago. University of Chicago Press.  
Chan, P. (2002) In whose best interests? An examination of the ethics 
RIWKH8.JRYHUQPHQW¶V:KLWH3DSHUµ5HIRUPLQJWKH0HQWDO+HDOWK
$FW¶. Journal of Psychiatric and Mental Health Nursing 9(4): pp. 
399-404 
Chang, K. and Horrocks, S. (2008) Is there a place for ontological 
hermeneutics in mental-health nursing research? A review of a 
hermeneutic study. International Journal of Nursing Practice 14(5): 
pp. 383-390 
Charland, L. (2007) Benevolent theory: moral treatment at the York 
Retreat History of Psychiatry 18(1): pp.61±80 
Churchill, R., Wall, S., Hotopf, M., Buchanan, A. and Wesseley, S. 
(1999) A systematic Review of Research Relating to the Mental 
Health Act (1983) London. Department of Health 
Churchill, R., Owen, G., Singh, S., Hotopf, M. (2007). International 
experiences of using  community treatment orders. London. Institute 
of Psychiatry: 
Claassen, D., Fakhoury, W. K., Ford, R., and Priebe, S. (2007). 
Money for medication: financial incentives to improve medication 
adherence in assertive outreach. Psychiatric Bulletin, 31(1): pp.4-7. 
Clarke, A. (2006) Qualitative interviewing: encountering ethical 
issues and challenges. Nurse Researcher 139(4): pp. 19- 29 
Clearly, M .(2003) The challenges of mental health care reform for 
contemporary mental health nursing practice: Relationship power and 
299 
 
control International Journal of Mental health Nursing 12(2): pp. 
139-147 
Coffey, M. and Hannigan, B. (2013). New roles for nurses as 
approved mental health professionals in England and Wales. 
International Journal of Nursing Studies 50(10): pp.1423-1430 
Cohen, S. (1972) "Folk Devils and Moral Panics-the creation of the 
mods and rockers.". Oxford. Routledge.  
Cohen, S. (1977) Among Blame Concepts. Philosophy and 
Phenomenological Research. 38(2): pp149-166 
Coid, J. W. (1996). Dangerous patients with mental illness: increased 
risks warrant new policies, adequate resources, and appropriate 
legislation. BMJ. 312(7036): pp.965-966. 
Coles, S. (2013) Meaning Madness and Marginalisation In Coles, S., 
Keenan, S. Diamond, B. (Eds) Madness Contested, Power and 
Practice. Ross on Wye. PCCS.  
Coleman, L. and Solomon, T.  3DUHQV 3DWULDH ³7UHDWPHQW´
Legal Punishment in Disguise. Hastings Constitutional Law 
Quarterly 3 pp.345- 362  
College of Occupational Therapists (2006) Recovering Ordinary 
Lives: the strategy for occupational therapy in mental health services 
2007-2017: A vision for the next ten years. London. College of 
Occupational Therapists.  
Corbett, K. and Westwood, T.  µ'DQJHURXV DQG VHYHUH
SHUVRQDOLW\GLVRUGHU¶$SV\FKLDWULFPDQLIHVWDWLRQRIWKHULVNVRFLHW\. 
Critical Public Health 15(2): pp.121-133 
Corbin, J. and Morse, J. (2003) The unstructured interactive 
interview: issues of reciprocity and risks when dealing with sensitive 
topics. Qualitative Inquiry 9(3): pp. 335-354 
300 
 
&RXOWHU$DQG&ROOLQV$0DNLQJ6KDUHGGHFLVLRQPDNLQJD
UHDOLW\1RGHFLVLRQDERXWPHZLWKRXWPH/RQGRQ.LQJV)XQG 
Crowe, M. and Carlyle, D (2003) Deconstructing risk assessment and 
management in mental health nursing. Journal of Advanced Nursing 
43(1): pp.19-27 
Cutcliffe, J. R. and McKenna, H. P (1999) Establishing the credibility 
of qualitative research findings: the plot thickens. Journal of 
Advanced Nursing 30(2): pp.374-380 
Darke, P., Shanks, G. and Broadbent, M. (1998). Successfully 
completing case study research: combining rigour, relevance and 
pragmatism. Information systems journal 8(4): pp.273-289. 
Davidson, L. (2005) Recovery, self-management and the expert 
patient- changing the culture of mental health from a UK perspective 
Journal of Mental Health 14(1): pp. 25-35 
Davidson, G. and Campbell, J. (2007) An examination of the use of 
coercion by assertive outreach and community mental health teams 
Northern Ireland British Journal of Social Work 37(3): pp.3537-555 
Davidson, G., and Campbell, J. (2010). An audit of assessment and 
reporting by Approved Social Workers (ASWs). British Journal of 
Social Work 40(5): pp.1609-1627. 
Davidson, L, Rakfeldt, J, and Strauss J (2009) The Roots of the 
Recovery Movement in Psychiatry. Chichester. Wiley Blackwell. 
Davidson, L. and Roe D (2007) Recovery from versus recovery in 
serious mental illness: One strategy for lessening confusion plaguing 
recovery. Journal of Mental Health 16(4): pp. 459-470  
Davis, S. (2002). Brief Report: Autonomy versus coercion: 
reconciling competing perspectives in community mental health. 
Community Mental Health Journal 38(3): pp.239-250. 
301 
 
Daw, R. 0,1'¶VJUDYHGLVTXLHWDERXWGUDIWPHQWDOKHDOWKELOO
Openmind Sept/Oct 2002 
Debesay, J., 1ǗGHQ, D. 6OHWWHEǛ $. (2008) How do we close the 
hermeneutic circle? A Gadamerian approach to justification in 
interpretation in qualitative studies Nursing Inquiry 15(1): pp.55-66 
Deegan, P.E. (1995) Principles of the recovery model, including 
medication Available at: 
http://www.power2u.org/downloads/MedicationMeetingPacket.pdf 
[Accessed June 25th 2014] 
Deegan P.E. (1996) Recovery and The conspiracy of hope; There's a 
Person In Here: The Sixth Annual Mental Health Services 
Conference of Australia and New Zealand. Brisbane, Australia 
Deegan, P. E. (1996) Recovery as a Journey of the Heart. Psychiatric 
Rehabilitation Journal 19(3): pp.91-97 
'HHJDQ 3 DQG 'UDNH 5  6KDUHG 'HFLVLRQ 0DNLQJ DQG
0HGLFDWLRQ 0DQDJHPHQW LQ WKH 5HFRYHU\ 3URFHVV 3V\FKLDWULF
6HUYLFHVSS- 
Deleuze, G. (1992) Postscript on the Societies of Control October, 
Vol. 59. (Winter, 1992): pp. 3-7 
Department of Health (1996) Mental Health (Patients in the 
community) Act, Guidance on supervised discharge, after care 
supervision and related provisions. London. HMSO.  
Department of Health (1998) Mental Health Services Safe, Sound and 
Supportive. London. HMSO.  
Department of Health (1999) Report of the expert committee, Review 
of the Mental Health Act 1983. Crown Copyright. London 
Department of Health (1999a) Effective Care Co-ordination in 
Mental Health Services. Modernising the Care Programme 
Approach. London. HMSO.  
302 
 
Department of Health (1999b) National Service Framework for 
Mental Health, Modern Standards and Service Models. London. 
HMSO.  
Department of Health (2000) Reforming the Mental Health Act- 
Summary. London HMSO. 
Department of Health (2000a) The NHS Plan, A plan for investment a 
plan for reform. London. HMSO.  
Department of Health (2001) The Journey to Recovery; the 
*RYHUQPHQW¶VYLVLRQIRU0HQWDO+HDOWK&DUH HMSO. London.   
Department of Health (2003) Strengthening accountability; involving 
patients and the public-policy guidance, Section 11 of the Health and 
Social Care Act 2001. London. Department of Health.  
Department of Health (2004) Essential Shared Capabilities: A 
framework for the whole of the mental health workforce. London 
HMSO. 
Department of Health (2006) From Values to Action the Chief 
Nursing Officers Review of Mental Health Nursing. London. Crown 
Copyright. 
Department of Health (2007) Best practice in Managing Risk: 
Principles and evidence for best practice in the assessment and 
management of risk to self and others in mental health services. 
London. TSO.  
Department of Health (2008) Refocusing the Care Programme 
Approach, Policy and Positive Practice Guidelines. London. HMSO 
Department of Health (2010) Equity and Excellence: Liberating the 
NHS. London. Crown Copyright. 
Department of Health (2011) No Health without Mental Health, A 
cross governmental mental health outcomes strategy. London. 
HMSO. 
303 
 
Department of Health (2012) No decision about me without me: 
Liberating the NHS. HMSO. London 
Department of Health (2012a) Mental Health Clustering Booklet. 
TSO. London 
Department of Health and Human Services (1999) Mental health: A 
report of the Surgeon General. Rockville, MD: U.S. Department of 
Health and Human Services U.S.  
Denzin, N. K. (1989) The Research Act. New Jersey. Prentice Hall 
 
Denzin, N. K. (2002) The interpretive process In Huberman, M., 
Miles, M. (Eds) 7KH 4XDOLWDWLYH 5HVHDUFKHU¶V FRPSDQLRQ London. 
Sage.  
 
Denzin, N., K, Lincoln, Y. S. (Eds) (2011) The Sage Handbook of 
Qualitative Research. Sage. Los Angelos.  
 
Developing Open Dialogue (2012) Developing Open Dialogue- 
:KDW¶V KDSSHQLQJ LQ WKH 8.? Available at: 
http://www.developingopendialogue.com/uk.html  [Accessed 18th Jan 
2015] 
Andrade, A. D. (2009). Interpretive research aiming at theory 
building: Adopting and adapting the case study design. The 
Qualitative Report, 14(1), 42-60. 
Dickerson, F. B. (2006). Disquieting Aspects of the Recovery 
Paradigm Psychiatric Services 57(5): pp.647-647  
Digby, A. (1985) Madness, morality and medicine. Cambridge. 
Cambridge University Press.  
Dixon, J. (2004) Payment by results ± new financial flows in the 
NHS. British Medical Journal 328(7446): pp969-970 
Doctor, R. (2004) Psychodynamic lessons in risk assessment and 
management.  Advances in Psychiatric Treatment 10(4): pp.267-276 
304 
 
Douard, J. (2007). Loathing the sinner, medicalizing the sin: why 
sexually violent predator statutes are unjust. International journal of 
law and psychiatry 30(1): pp.36-48. 
Douglas, M. (1992) Risk and Blame Essays in Cultural Theory. 
Routledge. London 
Douglas, M. and Wildavsky, A. (1982) Risk and Culture, An essay on 
the selection of Technical and Environmental Dangers. Berkley. 
University of California Press. 
Doyle, M. and Dolan, M. (2002). Violence risk assessment: 
combining actuarial and clinical information to structure clinical 
judgements for the formulation and management of risk. Journal of 
Psychiatric and Mental Health Nursing, 9(6): pp.649-657. 
'UDNH5&LPSHDQ'7RUUH\:6KDUHGGHFLVLRQPDNLQJLQ
PHQWDO KHDOWK SURVSHFWV IRU SHUVRQDOLVHG PHGLFLQH 'LDORJXHV LQ
&OLQLFDO1HXURVFLHQFHSS- 
'UDNH 5 'HHJDQ 3 5DSS &  7KH 3URPLVH RI 6KDUHG
'HFLVLRQ0DNLQJ3V\FKLDWULF5HKDELOLWDWLRQ-RXUQDOSS- 
'XJJDQ6(GZDUGV-'DOWRQ6)DUPHU3:LQVWDQOH\0%DLOH\6
5LVNVRIGHHSFXWVLQPHQWDOKHDOWK7KH*XDUGLDQWK0DUFK
 http://www.theguardian.com/society/2014/mar/12/risks-deep-
cuts-mental-health Available at [$FFHVVHG)HEUXDU\@ 
Duxbury, J. and Whittingham, R. (2005) Causes and management of 
patient aggression and violence: staff and patient perspectives. 
Journal of Advanced Nursing 50(5): pp.469-478  
Edgley, A. Stickley, T. and Masterson, S. (2006) Whose right? 
Journal of Mental Health 15(1): pp.35-42 
Eisenhardt, K. M (2002) Building Theories from Case Study 
Research In Huberman, M, Miles M (Eds) The Qualitative 
5HVHDUFKHU¶VFRPSDQLRQ. London. Sage.  
305 
 
Fairbairn, A. (2007) Payment by results in mental health the current 
state of play in England. Advances in Psychiatric Treatment 13(1): 
pp. 3-6  
Faulkner, A. and Kalathil, J. (2012) The Freedom to be, the chance to 
dream Preserving  User-Led Peer support in mental health. Together 
for mental well-being. London 
Fazel, S., Singh, J., Doll, H. and Grann, M. ¶8VH RI ULVN
assessment instruments to predict violence and antisocial behaviour in 
72 samples involving 24,827 people: a systematic review and meta-
analysis British Medical Journal 345; pp.1-12 
Fennell, P. (2010) Mental Health Law: History, Policy and 
Regulation In Gostin, L., Bartlett, P., Fennell., McHale, J, Mackay R 
(Eds) Principles of Mental Health Law and Policy. Oxford. Oxford 
University Press.  
Fernando, S. (2003) Cultural Diversity, Mental Health and 
Psychiatry. Hove and NewYork: Brunner-Routledge.  
Fernando, S. (2005) Multicultural Mental Health Services: Projects 
for Minority Ethnic Communities in England. Transcultural 
Psychiatry 42(3): pp.420-436 
Flaskerud, J.H., Halloran, E.J, Janken, J., Lund, M., Zetterlund, J. 
(1979) Avoidance and Distancing: A Descriptive View of Nursing. 
Nursing Forum 34(2): pp.29-35  
Flyvbjerg, B. (2006). Five Misunderstandings About Case- Study 
Research Qualitative Inquiry 12(2): pp.219-245 
Flyvbjerg, B. (2011) Case Study In Denzin, N. K., Lincoln, Y. 
S.(Eds) The Sage Handbook of Qualitative Research. Los Angelos. 
Sage.  
 
306 
 
Fontana, A. Frey, J (1994) Interviewing, the art of science Denzin, N., 
Lincoln, Y. (Eds) in The Handbook of Qualitative Research, 
California Thousand Oaks: Sage.  
Foucault, M. (1977) Discipline and Punish, the birth of the prison. 
London. Penguin.  
Foucault, M. (1973) The Birth of the Clinic, an archaeology of 
medical perception. London. Tavistock.  
Foucault, M. (2006) History of Madness. London. Routledge.  
Freeman, H. (1998) Mental Health Policy and practice in the NHS: 
1948-79. Journal of Mental Health 7(3): pp.225-239 
Freeman, S. (2004) Public Reason and Political Justifications. 
Fordham Law Review 72(5): pp.2021-2071 
Freeman, G. (2009) Rogue nurse highlights dilemma over blame vs. 
root cause. Healthcare Risk Management 31(12): pp133-144 
Freshwater, D. Westwood, T. (2006) Risk, detention and evidence: 
humanizing mental health reform, editorial. Journal of Psychiatric 
and Mental Health Nursing. 13(3) pp.257-259 
Gangeness, J., Yurkovich, E. (2006) Revisiting case study as a 
nursing research design. Nurse Researcher 13(4). pp.7-18  
Geanellos, R. (1998) Hermeneutic philosophy. Part I: implications of 
its use as methodology in interpretive nursing research. Nursing 
Inquiry 5(3): pp.154-163 
Giddens, A. (1982) Profiles and critiques in social theory. London. 
Macmillan Press.  
Giddens, A. (1993) New rules of sociological method. 2nd ed. Oxford 
Blackwell.  
Gillett, G. (2014) The UK mental health care is in crisis- the next 
government must act. New Statesman 1st August 2014 Available at;  
307 
 
http://www.newstatesman.com/comment/2014/07/next-government-
must-act-uk-s-mental-health-crisis               [Accessed February 2015] 
Glasby, J. and Lester, H. (2005) On the Inside a Narrative Review of 
Mental Health Inpatient Services. British Journal of Social Work 
35(6): pp.863-879 
Godin, P. (2000) A dirty business: caring for people who are a 
nuisance or a danger, 
Journal of Advanced Nursing 32(6): pp.1396 ± 1402.  
Godin, P.  µ<RXGRQ¶W WLFNER[HVRQD IRUP¶ D VWXG\Rf how 
community mental health nurses assess and manage risk.   Health, 
Risk and Society 6(4): pp.347-360 
Godin, P. (2006) The rise of risk thinking in mental health nursing In 
Godin, P. (Ed) Risk and Nursing Practice Basingstoke. Palgrave 
Macmillan.  
Godin, P., Davies, J., Heyman, B., Reynolds, L. Simpson, A. and 
Floyd, M. (2007) Opening communicative space: A Habermasian 
understanding of a user-led participatory research project. The 
Journal of Forensic Psychiatry and Psychology.  18(4): pp.452-469 
Goffman, E. (1961) Asylums; Essays on the Social Situation of 
Mental Patients and other Inmates. New York. Doubleday.  
Goldacre, B. (2006). ,W¶VQRWHDV\ WRSUHGLFWPXUGHU± do the maths. 
The Guardian Available at 
http://www.theguardian.com/science/2006/dec/09/badscience.uknews 
[Accessed 25/6/2013] 
Goodwin, S. (1997) Comparative Mental Health Policy. From 
Institutional to Community Care. London. Sage.  
Gorini, A., Miglioretti, M. and Pravettoni, G. (2012) A new 
perspective on blame culture: an experimental study. Journal of 
Evaluation in Clinical Practice 18 (3): pp671-675 
308 
 
Gormory, T. (2002) Effectiveness of Assertive Community 
Treatment, Letter. Psychiatric Services 53(1): pp.103 
Gostin, L, Bartlett, P, Fennell, P, McHale, J, Mackay R, (Eds). (2010) 
Principles of Mental Health Law and Policy. Oxford. Oxford 
University Press..  
Gray, D. E. (2004) Doing Research in the Real World. London. Sage.  
Grounds, A. (2001) Reforming the Mental Health Act. British journal 
of Psychiatry 179(5): pp.387-389 
Gregor, C. (2010) Unconscious aspects of statutory mental health 
social work: emotional labour and the Approved Mental Health 
Professional. Journal of Social Work 24(4): pp. 429-443 
Gournay, K. (2005) The changing face of psychiatric nursing 
«UHYLVLWLQJ PHQWDO KHDOWK QXUVLQJ. Advances in Psychiatric 
Treatment 11(1): pp.6-11 
Guillemin, M. and Gillam, L. (2004). Ethics, reflexivity, and 
''ethically important moments'' in research. Qualitative Inquiry, 10(2): 
pp. 261-280. 
Halverson, C. (2004) Moral responsibility without contingency. 
UWL-Journal of Undergraduate research VII pp1-6 
Habermas, J. (1987) The Theory of Communicative Action, Volume 
Two, The critique of Functionalist Reason. Cambridge. Polity Press.  
Habermas, J. (1972) Knowledge and Human Interests. London. 
Heinemann. 
Hamilton, B., Manias, E. (2007) Rethinking nurses observations: 
Psychiatric nursing skills and invisibility within the acute inpatient 
setting. Social Science and Medicine  65(2): pp 331-343 
309 
 
Hannigan, B. and Cutcliffe, J. (2002) Challenging contemporary 
mental health policy: time to aussage the coercion? Journal of 
Advanced Nursing 37(5): pp.477-484  
Happell, B. (2008) Determining the effectiveness of mental health 
services from a consumer perspective: Part 2 Barriers to recovery and 
principles for evaluation International Journal of Mental Health 
Nursing 17(2): pp.123-130 
Harper, D. J. (2004). 22: Storying policy: constructions of risk in 
proposals to reform UK mental health legislation. In Hurwitz, B., 
Greenhalgh, T.and Skultans, V. (Ed) Narrative research in health and 
illness. London. BMJ. 
Hart, H. L. A. (1963) Law Liberty and Morality. Stanford. Stanford 
University Press.  
Hawkes, G., Houghton, J. and Rowe, G. (2009) Risk and worry in 
everyday life: comparing diaries and interviews as tools in risk 
perception research. Health Risk and Society 11(3): pp 209-230  
Hawley, C., Gale, T., Sivakumaran, T. and Littlechild, B. (2010) Risk 
assessment in mental health: Staff attitudes and an estimate of time 
cost. Journal of Mental Health 19(1):pp 88-98 
Health and Care Professions Council (2012) Standards of Proficiency, 
Social Workers in England. London. Hcpc.  
Health and Care Professions Council (2013) Approval Criteria for 
approved mental health professionals programmes. London. hcpc.  
Health and Social Care Information Centre (2013) Inpatients 
Formally Detained in Hospitals Under the Mental Health Act 1983 
and Patients Subject to Supervised Community Treatment, England - 
2012-2013, Annual figures:     Available at 
http://www.hscic.gov.uk/catalogue/PUB12503 [Accessed 1st 
February 2015] 
310 
 
Health and Social Care Act 2012, Available at: 
http://www.legislation.gov.uk/ukpga/2012/7/contents/enacted 
[Accessed: 15 January 2015] check 
Hemming, M., Morgan, S.2¶+DOORUDQ, P. (1999) Assertive outreach; 
Implications for the development of the model in the UK Journal of 
Mental Health 8 (2): pp.141-147 
Hewitt, J. (2007) Ethical Components of Researcher-Researched 
Relationships in Qualitative Interviewing. Qualitative Health 
Research 17(8): pp.1149-1159 
Hickman, C. (2009) Cheerful prospects and tranquil restoration: the 
visual experience of landscape as part of the therapeutic regime of the 
British asylum, 1800²60. History of Psychiatry 20(4): pp.425-441. 
Hiday, V. A. (1997) Understanding the connection between mental 
illness and violence International Journal of Law and Psychiatry 
20(4): pp.399-417. 
Hiday, V. A. (2006). Putting community risk in perspective: A look at 
correlations, causes and controls. International Journal of Law and 
Psychiatry 29(4): pp.316-331. 
Higgins, A., McBennett (2007) The petals of recovery in a mental 
health context British Journal of Nursing 16(14): pp.852-856 
Hilgartner, S. (1992) The Social Construction of Risk Objects or how 
to Pry Open Networks of Risk In Short, J. and Clarke, L. (Eds) 
Organizations, Uncertainties and Risk. Boulder. Westview Press.  
Hodgson, R., Jamal, A and Gayathri, B.(2005) A survey of ward 
round practice The Psychiatrist. 29(5): pp.171-173 
Holyoake, D. D. (2014). Care, compassion and courage: the museum 
of mental health nursing±an ethnographic archaeology. Journal of 
Psychiatric and Mental health nursing, 21(2) pp.97-105. 
311 
 
Hopton, J. (1996) Towards a critical theory of mental health nursing. 
Journal of Advanced Nursing 25(3): pp.492-500 
Huberman, M. and Miles, M. (Ed) (2002) The Qualitative 
5HVHDUFKHU¶V&RPSDQLRQ. London. Sage. 
Hughes, J. (1990) The philosophy of social research. 2nd ed. London. 
Longman.  
Human Rights Act (1998) c.42 Available at: 
http://www.legislation.gov.uk/ukpga/1998/42/contents [Accessed: 
25th February 2015] 
Hutter, B. and Power, M. (2005)  Organizational Encounters with 
risk: an introduction In Hutter, B. and Power, M. (Eds) 
Organizational Encounters with risk. Cambridge University Press. 
Cambridge.  
Hyden, L. (1997) Illness and narrative. Sociology of Health and 
Illness 19(10): pp.48-69 
Ikkos, G. Boradman, J., Zigmond, T. (2006) Taking Liberties; John 
5DZOV¶V WKHRU\ RI MXVWLFH DQG SV\FKLDWULF SUDFWLFH Advances in 
Psychiatric Treatment 12(3): pp.202-213 
Implementing Recovery through Organisational Change (2013) what 
is imroc? Available at: http://www.imroc.org/about-us/  [Accessed 
March 2014] 
Ion, R., Beer, D. (2003) Valuing the past: The importance of an 
understanding of the history of psychiatry for healthcare 
professionals, service users and carers. International Journal of 
Mental Health Nursing 12(4) pp.237-242 
Jackson, C. (2009) Approved mental health practitioner: taking on the 
challenge of the role. Mental Health Practice 12(8): pp.22-25 
312 
 
Jambrak, J., Deane, F., Williams, V. (2014) Value motivations predict 
burnout and intentions to leave among mental health professionals 
Journal of Mental Health 23(3) 120-124 
James, A. (2006) Mind the Gaps Mental Health Today November 8-9 
Jasanoff, S.(1999) The songlines of risk Environmental Values 8(1): 
pp 135-152 
Jones, K. (1991) Law and mental health: sticks or carrots? In Berrios, 
G., Freeman, H. (1991) 150 Years of British Psychiatry, 1841-1991 
London. Royal College of Psychiatrists.  
Jones, I. R. (2001) Health care decision making and the politics of 
health In Scambler G (Ed) Habermas Critical Theory and Health. 
Abingdon. Routledge.  
Jones, C. and Lyons, C. (2004) Case study: Design? Method? Or 
comprehensive strategy? Nurse Researcher 11(3): pp70-76 
Kaliniecka, H., Shawe-Taylor, M. (2008) Promoting Positive risk 
management: evaluation of risk management panel. Journal of 
Psychiatric and Mental Health Nursing 15(8): pp.654-661 
Karnieli-Miller, O., Strier, R. and Pessach, K. (2009) Power relations 
in qualitative research Qualitative Health Research 19(2): pp.279- 
289 
Kasperson, J., Kasperson, R., Pidgeon, N. and Slovic P (2003) The 
social amplification of risk: assessing fifteen years of research and 
theory In  Pidgeon, Kasperson and Slovic (Eds) The social 
amplification of risk. Cambridge. Cambridge University Press.  
Katsakou, C., Bowers, L., Amos, T., Moriss, R., Rose, D., Wykes, T. 
and Priebe, S. (2010) Coercion and Treatment Satisfaction among 
involuntary patients Psychiatric Services 61 (3): pp.286-292  
Kearney, R. (2003) Strangers, Gods and Monsters. London. 
Routledge  
313 
 
Kellehear, K. J (2014) The theory±practice gap: Well and truly alive 
in mental health nursing Nursing and Health Sciences 16(2): pp.141-
142 
Kelly, A., Symonds, A (2003) The social construction of community 
nursing. Basingstoke. Palgrave Macmillan.  
Kemshall, H. (2009) Mental health, mental disorder, risk and public 
protection. In  Reynolds, J., Muston, R., Heller, T., Leach, J., 
McCormick, M., Wallcraft, J., Walsh, M. (Eds) Mental Health Still 
Matters. Basingstoke. Palgrave MacMillan.  
Kendell, R. E. (2009) The distinction between mental and physical 
illness In Reynolds, J., Muston, R., Heller, T., Leach, J., McCormick, 
M., Wallcraft, J., Walsh, M. (Eds) Mental Health Still Matters. 
Basingstoke. Palgrave MacMillan.  
Kendall, K., and Wiles, R. (2010) Resisting blame and managing 
emotion in general practice: The case of patient suicide. Social 
Science and Medicine. 70: pp1714-1720  
Kendra, J. (2007) The Reconstitution of Risk Objects Journal of Risk 
Research 10(1): pp 29-48 
Khatri, N., Brown, G. and, Hicks L (2009) From a blame culture to a 
just culture in health care Health Care Management Review 34(4). pp 
312-322 
Kidd, S., Kenny, A., McKinstry, C. (2015) Exploring the meaning of 
recovery orientated care: An action research study International 
Journal of Mental Health Nursing 24 38-48 
Kisely S and Campbell L (2007). Does compulsory or supervised 
community treatmeQW UHGXFH µUHYROYLQJ GRRU¶ FDUH? Legislation is 
inconsistent with recent evidence, British Journal of Psychiatry, 
191(5): pp.373-374. 
314 
 
Koch, T. and Harrington A (1998) Reconceptualizing rigour: the case 
for reflexivity Journal of Advanced Nursing 28(4): pp.882-890 
Labaree, R.  7KH ULVN RI µJRLQJ REVHUYDWLRQDOLVW¶ QHJRWLDWLQJ
hidden dilemmas of being an insider participant observer Qualitative 
Research 2(1): pp.97-122 
Lagnado, D. and Channon, S. (2008) Judgements of cause and blame: 
The effects of intentionality. Cognition 108(3) pp.754-770 
Laing, J. M. (2012) The Mental Health Act: exploring the role of 
nurses British Journal of Nursing 2(4): pp.234- 238 
Lakeman, R. (2013) Talking science and wishing for miracles: 
understanding cultures of mental health practice. International 
Journal of Mental Health Nursing 22(2): pp.106-115 
Langan, J. (2008) Involving mental health service users considered to 
pose a risk to other people in risk assessment. Journal of Mental 
Health 17(5): pp.471-481 
Langan, J. (2010) Challenging assumptions about risk factors and the 
role of screening for violence risk in the field of mental health. 
Health, Risk and Society 12(2): pp.85-100 
Langan, J.  Lindow, V. (2004). Living with Risk Mental Health 
service user involvement in risk assessment and management .Bristol. 
Joseph Rowntree Foundation, Policy Press 
Larner, W. (2000). Neo-liberalism; Policy, Ideology, 
Governmentality. Studies in Political Economy 63 pp.5-25 
Lau, R. (2009) The contemporary Culture of Blame and the 
Fetishization of the Modernist Mentality. Current Sociology 57(5): 
pp.661-683 
Laurence, J. (2003). Pure Madness, How fear drives the mental 
health system. London Routledge. 
315 
 
Le Bianic, T. (2011) Certified expertise and professional 
responsibility in organizations: the case of mental health practice in 
prisons The Sociological Review 59(4): pp.803-827  
Leiba, T. (1998) The effects of mental health legislation 1890-1990 
International History of Nursing Journal 3(4): pp.12-18 
Lester, H. and Glasby, J. (2006) Mental health Policy and Practice. 
Palgrave Macmillan.  New York 
Liaschenko, J. (1994) The moral geography of home care. Advances 
in Nursing Science 17(2): pp.16-26 
Lind, M., KaltialaǦHeino, R., Suominen, T., LeinoǦKilpi, H., and 
9lOLPlNL 0  1XUVHV¶ HWKLFDO SHUFHSWLRQV DERXW FRHUFLRQ
Journal of Psychiatric and Mental Health Nursing 11(4): pp.379-385. 
Lipsky, M. (1980) Street-Level Bureaucracy Dilemmas of the 
Individual in Public Services.  New York. Russell Sage Foundation.  
Locke, S. (2009) Conspiracy culture, blame culture, and 
rationalisation The Sociological Review 57(4): pp568-585 
Luck, L., Jackson, D and Usher, K. (2006) Case Study: a bridge 
across the paradigms Nursing Inquiry 13(2): pp.103-109 
/XGPDQ(.DWRQ:%XVK75XWWHU&/LQ(6LPRQ*9RQ
.RUII 0 :DONHU (  %HKDYLRXUDO IDFWRUV DVVRFLDWHG ZLWK
V\PSWRP RXWFRPHV LQ D SULPDU\ FDUH EDVHG GHSUHVVLRQ SUHYHQWLRQ
LQWHUYHQWLRQWULDO3V\FKRORJLFDO0HGLFLQH- 
Lupton D. (1999) Risk. London. Routledge  
Lupton, D. (2013). Risk. 2nd edition London. Routledge. 
/XSWRQ'DQG7XOORFK-
/LIHZRXOGEHSUHWW\GXOOZLWKRXW
ULVN
 YROXQWDU\ ULVN-WDNLQJ DQG LWV SOHDVXUHV +HDOWK ULVN 	
VRFLHW\ SS- 
316 
 
Lützén, K. (1998). Subtle coercion in psychiatric practice. Journal of 
Psychiatric and Mental Health Nursing, 5(2) pp.101-108. 
 
MacKay, I. Paterson, B. and Cassells, C. (2005). Constant or special 
observations of inpatients presenting a risk of aggression or violence; 
QXUVHV¶SHUFHSWLRQVRIWKHUXOHVRIHQJDJHPHQW. Journal of Psychiatric 
and Mental health Nursing  12(4) pp.464-471  
Malone, R. (2003) Distal Nursing. Social Science and Medicine 
56(11): pp.2317-2326  
Mancini, M. (2007) A Qualitative Analysis of Turning Points in the 
Recovery Process American Journal of Psychiatric Rehabilitation 
10(3): pp.223-244 
Manderson, L., Bennett, E., Andajani-Sutjahjo, S. (2006). The Social 
Dynamics of the Interview: Age, Class and Gender Qualitative 
Health Research 16(10): pp.1317-1334 
Maniglio, R. (2009). Severe mental illness and criminal victimization: 
a systematic review. Acta Psychiatrica Scandinavica, 119(3): pp.180-
191. 
Martin, J. P (1984) Hospitals in Trouble. Oxford. Basil Blackwell.  
  
Masterson, S. and Owen, S.  0HQWDO +HDOWK 6HUYLFH XVHU¶V
social and individual empowerment; Using theories of power to 
elucidate far reaching strategies. Journal of Mental Health 15(1): 
pp.19-34 
May, T. (ed) (2011) Social Research, Issues, Methods and Process. 
4th edition. Berkshire. McGraw Hill. 
Mays, N. and Pope, C. (2000) Assessing Quality in Qualitative 
Research British Medical Journal 320(7226): pp.50-52  
317 
 
McAdam, M. and Wright, N. (2005) A review of the literature 
considering the role of mental health nurses in Assertive Outreach. 
Journal of Psychiatric and Mental Health Nursing 12(6): pp.648-660 
McDonald, R., Waring, J. and Harrison, S.  µ%DODQFLQJ ULVN
WKDW LV P\ OLIH¶ 7KH SROLWLFV RI ULVN LQ D KRVSLWDO RSHUDWLQJ WKHDWUH
department. Health, Risk and Society 7(4): pp.397-411  
 
McGloin, S. (2008) The trustworthiness of case study methodology. 
Nurse Researcher 16(1): pp.45-55 
McGuire, J. (2004) Minimising harm in violence risk assessment: 
practical solutions to ethical problems ? Health, Risk and Society 
6(4): pp.329-345 
McKeown, M. and Jones, F. (2014) Service User Involvement In 
Hulatt, I (ed) Mental Health Policy for Nurses. London. Sage.  
McNay, L. (2013). Foucault: A critical introduction. Cambridge. 
Polity Press.  
Mead, S. and Copeland, M. (2000) What recovery means to us: 
consumer perspectives Community Mental Health Journey 36(3): 
pp.315-328 
Meadan, A., Nithsdale, V., Rose, C., Smith, J. and Jones, C. (2004) Is 
engagement associated with outcome in assertive outreach ? Journal 
of Mental Health 13(4): pp.415-424 
Mental Health Act (1959) Chapter 72: Available at: 
http://www.legislation.gov.uk/ukpga/1959/72/pdfs/ukpga_19590072_
en.pdf [Accessed: 27th July 2014] 
Mental Health Act (1983) Chapter 20: Available at: 
http://www.legislation.gov.uk/ukpga/1983/20/pdfs/ukpga_19830020_
en.pdf [Accessed: 27th July 2014] 
318 
 
Mental Health Act (2007) Chapter 12 Available at: 
http://www.legislation.gov.uk/ukpga/2007/12/pdfs/ukpga_20070012_
en.pdf   [Accessed 27th July 2014] 
Mental Health Alliance (2005) Towards a better mental health act ; 
The Mental Health Alliance Policy Agenda. London. Mental Health 
Alliance. 
Menzies-Lyth, I. (1960). A case in the functioning of social systems 
as a defense against anxiety: A report on a study of nursing service of 
a general hospital Human Relations, 13, 95-121. 
Mill, J. S (1859) On Liberty. John Parker and Son. London 
Mill, J., Allen, M., and Morrow, R. (2001) Critical Theory: Critical 
Methodology to Disciplinary Foundations in Nursing. Canadian 
Journal of Nursing Research. 33(2): pp.109-127 
Mind (2011) Listening to experience, an independent inquiry into 
acute and crisis mental health care. London. Mind 
Molodynski, A. Rugkasa, J. and Burns, T. (2010) Coercion and 
compulsion in community mental health care. British Medical 
Bulletin 95(1): pp.105-119 
Moncrieff, J. (2003) Is Psychiatry for sale? An examination of the 
influence of the pharmaceutical industry on academic and practical 
psychiatry.  Maudsley Discussion paper. Kings College London. 
Institute of Psychiatry. 
Moncrieff, J. (2003a) The politics of a new Mental Health Act. 
British Journal of Psychiatry 183(1): pp.8-9  
Moncrieff, J. (2013) Long-Term Anti-psychotics. Making Sense of the 
evidence. Available at http://joannamoncrieff.com/2013/12/09/long-
term-antipsychotics-making-sense-of-the-evidence/ [Accessed 4th 
May 2015] 
319 
 
Monahan, J., Redlich, A., Swanson, J., Robbins, P., Appelbaum, P., 
Petrila, J., Steadman, H., Swartz, M., Angell, B. and McNeil, D. 
(2005) Use of leverage to improve adherence to psychiatric treatment 
in the community. Psychiatric Services 56(1): pp.37-44 
Moon, G. (2000) Risk and protection: the discourse of confinement in 
contemporary mental health policy. Health and Place 6(3): pp.239-
250 
Moore, L. and Savage, J. (2002) Participant observation, informed 
consent and ethical approval. Nurse Researcher 9(4): pp.58- 69  
Morgan, S. (2000) Clinical Risk Management: A clinical tool and 
practitioner manual. London. Sainsbury Centre for Mental Health  
Morgan, J. (2007) µ*LYLQJXSFXOWXUHRIEODPH¶5LVNDVVHVVPHQWDQG
risk management in psychiatric practice. London. Royal College of 
Psychiatrists.  
Morgan, A. and Felton, A. (2013) From constructive engagement to 
coerced recovery In Coles, S., Keenan, S., Diamond, B. (Eds) 
Madness Contested, Power and Practice PCCS. Herefordshire. 
Morrall, P. (1998) Mental Health Nursing and Social Control. Whurr 
Publishers. London 
Morrall, P. and Hazleton, M. (2000) Architecture signifying social 
control: The restoration of asylumdom in mental health care? 
International Journal of Mental Health Nursing.   9(2): pp.89-96 
Morrall, P. and Muir Cochrane, E. (2002) Naked Social Control: 
Seclusion and Psychiatric Nursing in Post-Liberal Society. Australian 
e-journal for the Advancement of Mental Health 1(2): pp.2-12 
Morse, J. (2007) Ethics in Action: Ethic Principles for Doing 
Qualitative Research Qualitative Health Research 17(8): pp.1003-
1005 
320 
 
Mountain, D. and Shah, P. (2008) Recovery and the Medical Model. 
Advances in Psychiatric Treatment 14(4): pp.241-244 
Moyle, W. (2003) Nurse-patient relationship; A dichotomy of 
expectations International Journal of Mental Health Nursing 12(2): 
pp.103-109 
Muijen, M. (1996) Scare in the community: Britain in moral panic. In 
Heller T, Reynolds J, Gomm R, Muston R, Pattison S (Eds) Mental 
Health Matters, A reader. Basingstoke. Palgrave MacMillan.  
MuirǦCochrane, E. (2006). Medical coǦmorbidity risk factors and 
barriers to care for people with schizophrenia. Journal of psychiatric 
and mental health nursing, 13(4), 447-452. 
Mulhall, A. (2003) In the field; notes on observation in qualitative 
research. Journal of Advanced Nursing 41(3): pp.306-313 
Mullen, A. (2009) Mental Health Nurses, establishing psychosocial 
interventions within acute in-patient settings. International Journal of 
Mental Health Nursing 18(2) pp.83-90 
Munro, E. and Rumgay, J. (2000) Role of risk assessment in reducing 
homicides by people with mental illness. British Journal of 
Psychiatry 176(2): pp 116-120 
Myhrvold, T. (2006) The different other ± towards an including ethics 
of care. Nursing Philosophy 7(3): pp.125-136 
1DWLRQDO ,QVWLWXWH IRU +HDOWK DQG &DUH ([FHOOHQFH  &OLQLFDO
*XLGHOLQHVDQG(YLGHQFH5HYLHZIRU0HGLFLQHV$GKHUHQFH,QYROYLQJ
3DWLHQWV LQ GHFLVLRQV DERXW SUHVFULEHG PHGLFLQHV DQG VXSSRUWLQJ
DGKHUHQFH/RQGRQ1DWLRQDO&ROODERUDWLQJ&HQWUH IRU3ULPDU\&DUH
DQG5R\DO&ROOHJHRI*HQHUDO3UDFWLWLRQHUV 
 
321 
 
Neilson, P. Brennan, W. (2001) The use of special observations: an 
audit within a psychiatric unit. Journal of Psychiatric and Mental 
Health Nursing 8(2): pp147-155 
1HZWRQ-+RZHV*&RHUFLRQLQSV\FKLDWULFFDUHZKHUHDUHZH
QRZ":KDWGRZHNQRZ":KHUHGRZHJR"7KH3V\FKLDWULVW 
SS- 
Nolan, P. (1993) A History of Mental Health Nursing. London. 
Chapman & Hall.  
Nolan, P. (1998) Ideology and mental health care- two historical 
perspectives International Journal of Nursing History 4(2): pp.15-21 
Nolan, P. (2014) The history of mental health policy in the United 
Kingdom In Hulatt, I. (Ed) Mental Health Policy for Nurses. 
London.Sage. 
Nozick, R. (1969) Coercion.  In: Morgenbesser, S., Suppes, P. and 
White, M (Eds) Philosophy, science and method: essays in honour of 
Ernest Nagel. 1HZ<RUN6W0DUWLQ¶V3UHVV 
Nunkoosing, K. (2005) The problems with interviews. Qualitative 
Health Research 15(5): pp.698-706 
Nursing and Midwifery Council (2010) Standards for Pre-
Registration Nursing Education. London. NMC. 
Nursing and Midwifery Council (2010a) Standards for Competence 
for Registered Nurses. London. NMC.  
Nursing and Midwifery Council (2015) The code; professional 
standards of behaviour for nurses and midwives. NMC. London  
Nussbaum, M.C. (1995) Objectification. Philosophy and Public 
Affairs 24(4): pp249-291 
322 
 
O'Brien A. J., and Golding, C. G. (2003). Coercion in mental 
healthcare: the principle of least coercive care. Journal of Psychiatric 
and Mental Health Nursing 10(2): pp.167-173. 
2¶%\UQH3. and Holmes, D (2007) The micro-IDVFLVPRI3ODWR¶VJRRG
citizen: producing dis (order) through the construction of risk. 
Nursing Philosophy 8(2): pp.92-101 
2¶&RQQRU1.RW]H%:ULJKW0%ODPHDQGDFFRXQWDELOLW\
1: understanding blame and blame pathologies. Australasian 
Psychiatry 19(2): pp 113-118 
Office of Deputy Prime Minister (2004) Mental Health and Social 
Exclusion. Social Exclusion Unit Report. London. ODPM. 
Olsen, D. P. (2003). Influence and coercion: relational and rights 
based ethical approaches to forced psychiatric treatment. Journal of 
psychiatric and mental health nursing 10(6): pp.705-712. 
Parr, H. (1997) Mental health, public space and the city; questions of 
individual and collective access Environment and Planning; Society 
and Space 15: pp 435-454 
Paterson, B. and Stark, C. (2001) Social policy and mental illness in 
England in the 1990s:violence, moral panic and critical discourse 
Journal of Psychiatric and Mental Health Nursing 8 257-267 
Patton, M. (2002) Two decades of developments in Qualitative 
Inquiry; A personal, experiential perspective Qualitative Social Work 
1(3): pp.261-283 
Parker, C. (2001) Review of Mental Health Legislation in the UK 
Updates Vol 4(5) London Mental Health Foundation.  
Parker, C.  (2007) Developing mental health policy: a human rights 
perspective in Knapp M, McDaid D, Mossialos E, Thornicroft G 
Mental Health Policy and Practice Across Europe. Berkshire. 
McGraw Hill.  
323 
 
3DUNHU - 	 6WDQZRUWK +  µ*R IRU LW¶ Towards a critical 
realist approach to voluntary risk-taking. Health, risk & society, 7(4), 
319-336. 
Peplau, H. (1952)Interpersonal Relations in Nursing: A conceptual 
reference framework for psychodynamic nursing. New York. 
Springer.  
Peel, E., Parry, O., Douglas, M. and Lawton, J. ³,W¶s No Skin 
2II 0\ 1RVH´ :K\ SHRSOH WDNH SDUW LQ 4XDOLWDWLYH 5HVHDUFK
Qualitative Health Research 16(10): pp.1335-1349 
Perkins, R (2013) Can Mental Health Services as we know them 
really support recovery? Available at: 
http://www.scottishrecovery.net/Latest-News/can-mental-health-
services-as-we-know-them-really-support-recovery.html        
[Accessed 1st February 2015] 
Perry, B. (2011) Case Study Research In May, T. (Ed) Social 
Research, Issues, Methods and Process. 4th edition. Berkshire. Open 
University.  
Pescosolido, B. A., Monahan, J., Link, B. G., Stueve, A., & 
Kikuzawa, S. (1999). The public's view of the competence, 
dangerousness, and need for legal coercion of persons with mental 
health problems. American journal of public health, 89(9): pp.1339-
1345. 
Peter, E. (2002) The history of nursing in the home; revealing the 
significance of place in the expression of moral agency. Nursing 
Inquiry 9(2): pp.65-72 
Pettitt, B., Greenhead, S., Khalifeh, H., Drennan, V., Hart, T., Hogg, 
J. Borschmann R., Mamo, E. and Moran, P. (2013). At risk, yet 
dismissed: the criminal victimisation of people with mental health 
problems. London. MIND 
324 
 
3KLOR &  ³)LW ORFDOLWLHV IRU DQ DV\OXP´ WKH KLVWRULFDO
JHRJUDSK\ RI QLQHWHHQWK FHQWXU\ ³PDG EXVLQHVV´ LQ (QJODQG DV
YLHZHG WKURXJK WKH SDJHV RI ³$V\OXP´ Journal of Historical 
Geography 13(4): pp.398-415 
Philo, C. (1997) Across the water; reviewing geographical studies of 
asylums and other mental health facilities Health and Place 3(2): 
pp.73-89 
Philo, C. (2012). Troubled proximities: asylums and cemeteries in 
nineteenth-century England. History of psychiatry, 23(1): pp.91-103. 
 
Pilgrim, D. 1HZµ0HQWDO+HDOWK¶/HJLVODWLRQIRU(QJODQGDQG
Wales: Some aspects of consensus and Conflict. Journal of Social 
Policy 36(1): pp.79-95 
Pilgrim, D.  µ5HFRYHU\¶ Dnd current mental health policy. 
Chronic Illness 4(4): pp. 295-304 
Pilgrim, D. (2009) Recovery from Mental Health Problems; 
scratching the surface without ethnography. Journal of Social Work 
Practice Psychotherapeutic Approaches in Health, Welfare and the 
Community 23(4): pp.475-487 
 
3LQIROG9µ%XLOGLQJXSVDIHKDYHQV«DOODURXQGWKHZRUOG¶
XVHUV¶ H[SHULHQFHV RI OLYLQJ LQ WKH FRPPXQLW\ ZLWK PHQWDO KHDOWK
problems. Health & Place, 6(3): pp.201-212. 
Polit, D., Beck, C. and Hungler, B. (2001) Nursing Research 
Principles and Methods (5th ed). New York. Lippincott.  
Porr, C. (2005) Shifting from preconceptions to pure wonderment. 
Nursing Philosophy 6(3): pp.189-195 
Porter, R. (2002) Madness, a Brief History. Oxford. Oxford 
University Press 
325 
 
Powell, T. and Thompson, G. (2010) Value for Money in the NHS ? 
Key Issues for the New Parliament. Commons Briefing Paper. 
London. House of Commons Library Research.  
Power, M. (2004) The Risk Management of Everything; Rethinking 
the Politics of Uncertainty. London. Demos.  
Priebe, S. and Turner, T.(2003) Reinstitutionalisation in mental health 
care. BMJ 326(7382): p.175 
Proctor, B. (2008) Group supervision a guide to creative practice. 2nd 
edition. London SAGE.  
Quirk, A. and Lelliott, P. (2001) What do we know about life on acute 
psychiatric wards in the UK? A review of the research evidence.  
Social Science and Medicine 53(12): pp.1565-1574. 
4XRQJ-³2Q7KH,GHDRI3XEOLF5HDVRQ´LQ The Blackwell 
Companion to Rawls, J. Mandle and D. Reidy (eds.). Oxford. Wiley-
Blackwell.  
Ragin, C. C., and Becker, H. S. (Eds.). (1992). What is a case?: 
exploring the foundations of social inquiry. Cambridge university 
press. 
Rawls, J. (1971) A theory of justice. London. Oxford University 
Press.  
Rawls, J. (1981) The Basic liberties and their priority. The Tanner 
Lectures on Human Values. University of Michigan. 
Recovery in the Bin (2015) Criticisms of the recovery model; 18 key 
principles  Available at;http://studymore.org.uk/binrec.htm [Accessed 
21st February 2015] 
Repper, J. (2000) Adjusting the focus of mental health nursing: 
,QFRUSRUDWLQJ VHUYLFH XVHUV¶ H[SHULHQFHV RI UHFRYHU\. Journal of 
Mental Health 9(6): pp.575-587 
326 
 
Repper, J. (2013) additional contributors Aldridge, B., Gilfoyle, S., 
Gillard, S., Perkins, R., Jennison, J., Peer support workers: Theory 
and Practice, ImRoc Briefing. London Centre for Mental Health, 
Mental Health Network NHS Confederation.  
Repper, J. and Carter, T. (2011) A review of the literature on peer 
support in mental health services. Journal of mental Health 20(4): 
pp.392-411 
Repper, J., Perkins, R. (2009) Recovery and Social Inclusion, the 
changing mental health agenda In  Brooker C and Repper, J. (Eds) 
Mental Health, From Policy to Practice. Edinburgh. Churchill 
Livingstone.  
Repper, J. and Perkins, R. (2003) Recovery and Social Inclusion. 
Kent. Bailliere Tindall.  
Revill, J. (2006) One person a week killed by Mentally ill The 
observer  3rd December 2006. Available at 
http://www.theguardian.com/society/2006/dec/03/crime.medicineand
health    [Accessed: 14th May 2012]  
Richards, L. (1999) Data Alive! The thinking behind NVivo. 
Qualitative Health Research 9(3): pp.412-428  
Richardson, G. (2008) Coercion and human rights: A European 
perspective. Journal of Mental Health 17(3): pp.245-254 
Riessman, C. (2002) Narrative Analysis In Huberman, M. and Miles, 
M. (ed) 7KH4XDOLWDWLYH5HVHDUFKHU¶V&RPSDQLRQ. London. Sage 
Roach, P., Duxbury, J., Wright, K., Bradley, D., Harris, N. (2009) 
Conducting research on acute mental health admissions wards. Nurse 
Researcher 16(4): pp.65- 71 
Roberts, M. (2008) Facilitating recovery by making sense of 
suffering: a Nietzschean perspective. Journal of Psychiatric and 
Mental Health Nursing 15(9) pp.743-748 
327 
 
Robertson, J. and Collinson, C. (2011) Positive risk taking.  Whose 
risk is it? Health, Risk and Society 13(2): pp.147-164 
Robson, C. (2005) Real World Research. 2nd edition. Oxford. 
Blackwell.  
Rocha, S. Lima, R. and Peduzzi, M. (2000) Understanding nursing: 
the usefulness of a philosophical perspective. Nursing Philosophy 
1(1): pp.50-56  
Rogers, A. and Pilgrim, D. (2001) Mental Health Policy in Britain. 
2nd Edition. Palgrave. Basingstoke.  
Rogers A, Pilgrim, D. (2010) A Sociology of Mental Health and 
Illness. 4th edition. Open University Press. Berkshire 
Rose, N. (1985) Unreasonable rights: mental illness and the limits of 
the law. Journal of Law and Society 12(2): p199-206 
Rose, N. (1999) Powers of Freedom. Cambridge. Cambridge 
University Press.  
Rose, N. (2000) Government and Control. British Journal of 
Criminology 40(2): pp.321-339 
Rose, D. (2001) Users voices, the perspectives of mental health 
service users on community and hospital care. London. Sainsbury 
Centre for Mental Health.  
Rose, N., Miller, P. (1992) Political power, beyond the state: 
problematics of government British Journal of Sociology 61(1): 
pp.173-205 
Ross, M. (2013) 'RQ¶WEHWRRTXLFNWRSUDLVHWKLVWUHDWPHQW. Huffpost 
Canada. Available at: http://www.huffingtonpost.ca/marvin-
ross/schizophrenia-treatment_b_4254350.html [Accessed 15/01/15] 
328 
 
Royal College of Psychiatrists (2008) Rethinking risk to others in 
mental health services final report of scoping group. London. Royal 
College of Psychiatrists.  
Royal College of Psychiatrists (2011) Do the right thing, how to 
judge a good ward Ten standards for adult in-patient mental health 
care? Occasional Paper 0P79. London. Royal College of 
Psychiatrists.  
Royal College of Psychiatrists (2013) Driving Quality 
Implementation in the Context of the Francis Report (Occasional 
Paper) Royal College of Psychiatrists. London  
Royal Society (1992) Risk: Analysis, Perception and Management - 
Report of a Royal Society Study Group. London. Royal Society.  
Ruddin, L. P. (2006) You Can Generalise Stupid! Social Scientists 
Bent Flyvbjerg and Case study methodology. Qualitative Inquiry 
12(4): pp.797-812 
Ryles, S. (1999) A concept analysis of empowerment; its relationship 
to mental health nursing. Journal of Advanced Nursing 29(3): pp.600-
607 
Sainsbury Centre for Mental Health (1998) Keys to Engagement 
Review of care for people with severe mental illness who are hard to 
engage with services. London. Sainsbury Centre for Mental Health.  
Sayce, L. (1995) Response to violence: a framework for fair 
treatment. Psychiatric Patient Violence. London. Duckworth. 
Sayce, L. (2000) From psychiatric patient to citizen. Basingstoke. 
Palgrave Macmillan. 
 
Schauer, C., Everett, A., del Vecchio, P. and Anderson, L. (2007) 
Promoting the Value and Practice of Shared Decision-Making in 
Mental Health Care. Psychiatric Rehabilitation Journal 31(1): pp.54-
61  
329 
 
Scott, A. and Wilson, L. (2011) Valued identities and deficit 
identities: Wellness Recovery Action Planning and self-management 
in mental health. Nursing Inquiry 18(1): pp.40-49 
Scott-Moncrieff, L., Briscoe, J. and Daniels, G. (2009) An 
independent investigation in the care and treatment of Daniel 
Gonzales. Surrey. Surrey County Council and NHS South East Coast.  
Scambler, G. (2001) Introduction Unfolding Themes of an incomplete 
project In Scambler, G. (ed) Habermas Critical Theory and Health. 
Abingdon. Routledge.  
Scull, A. (1982) Museums of madness. London. Penguin books.  
Scull, A. (1979) Museums of madness; The social organisation of 
insanity in nineteenth century England.  London. Allen Lane.  
Scull, A. (1989) Social Order/Mental Disorder Anglo-American 
Psychiatry in Historical Perspective, London. Routledge and Kegan 
Paul. 
Scull, A. (1993) Museums of madness revisited. The society for the 
Social History of Medicine 6(1): pp.3 -23 
Seikkula, J. (2003) Open Dialogue integrates individual and systemic 
approaches in serious psychiatric cases. Smith College Studies in 
Social Work 73(2): pp.227-245 
Seikkula, J., Alkare, B. and Aaltonen, J. (2011) The comprehensive 
Open-Dialogue Approach in Western Lapland II. Long-term stability 
of acute psychosis outcomes in advanced community care. Psychosis 
3(3): pp.192-204  
Seikkula, J and Olsen, M. (2003) The Open Dialogue Approach to 
Acute Psychosis: Its Poetics and Micropolictics. Family Process 
42(3): pp.403-417 
330 
 
Seo, K. M.,  Kim, S. H. and Rhee, M. (2011) Coercion in psychiatric 
care; can paternalism justify coercion ? International Journal of 
Social Psychiatry 59(3): pp.217-223 
Sharp, K. (1998) The case for case studies in nursing research; the 
problem of generalization. Journal of Advanced Nursing 27(4): 
pp.785-789  
Shaw, I, Middleton, H and Cohen, J (2008) Understanding Treatment 
without consent: The Changing Role of the Mental Health Act 
Commission. Aldershot. Ashgate  
Shepherd, G., Boardman, J. and Slade, M. (2008) Making Recovery a 
Reality. London Sainsbury Centre for Mental Health.  
Shepherd, G., Boardman, J. and Burns, M. (2010) Implementing 
Recovery, A methodology for Organisational Change. London. 
Sainsbury Centre for Mental Health.  
Sher, G. (2006) In Praise of Blame. Oxford. Oxford University Press.  
Sieff, E. (2003) Media frames of mental illnesses: the potential 
impact of negative frames. Journal of Mental Health 12(3): pp.259-
269 
Slade, M. (2009) The contribution of mental health services to 
recovery. Journal of Mental Health 18(5): pp.367-371 
Slade, M. (2009a) Personal Recovery and Mental illness: A guide for 
Mental Health Practitioners. Cambridge. Cambridge University 
Press. 
Smith, L. (1999) Cure, Comfort and Safe Custody; Public Lunatic 
Asylums in early nineteenth century England. London. Bloomsbury.  
Snow, N., and Austin, W. J. (2009). Community treatment orders: the 
ethical balancing act in community mental health. Journal of 
psychiatric and mental health nursing 16(2): pp.177-186 
331 
 
 Solomon, P. (2004) Peer support/peer provided services, underlying 
processes, benefits and critical ingredients. Psychiatric Rehabilitation 
Journal 27(4): pp.392-401 
South London and Maudsley NHS Trust, South West London and St 
*HRUJH¶V Recovery is for All Hope, Agency and Opportunity in 
Psychiatry; A Position Statement by Consultant Psychiatrists. 
London. SLAM/SWLSTG.  
Stake, R.E. (2000) Qualitative Case Studies In Denzin, N.K and 
Lincoln, Y.S (eds) The handbook of qualitative research. 2nd ed. 
London.Sage.  
Stake, R.E. (2006) Multiple Case Study Analysis. New York. Guilford 
Press.  
Stickley, T. and Felton, A. (2006) Promoting Recovery Through 
therapeutic risk taking. Mental Health Practice 9(8): pp.2630 
Stickley, T. and Wright, N. (2011) The British research evidence for 
recovery, papers published between 2006 and 2009 (inclusive).Part 
One: a review of the peer-reviewed literature using a systematic 
approach. Journal of Psychiatric and Mental Health Nursing 18(3): 
pp.247-256 
Stickley, T. and Wright, N. (2011a?) The British research evidence 
for recovery, papers published between 2006 and 2009(inclusive). 
Part Two: a review of the grey literature including book chapters and 
policy documents Journal of Psychiatric and Mental Health Nursing 
18(4) pp.297-307 
Swartz, M., Swanson, J., & Hannon, M. (2003). Does fear of coercion 
keep people away from mental health treatment? Evidence from a 
survey of persons with schizophrenia and mental health professionals. 
Behavioral sciences & the law 21(4): pp.459-472. 
332 
 
Symonds, B. (1998) The philosophical and sociological context of 
mental health care legislation. Journal of Advanced Nursing 27(5): 
pp.946-954 
Szasz, T. (1989) Law, Liberty and Psychiatry. New York. Syracuse 
University Press.  
Szasz, T. (2007) Coercion as cure: A critical history of psychiatry. 
New Jersey. Transaction.  
Szmukler, G. (1999) Ethics in community psychiatry. Australian and 
New Zealand Journal of Psychiatry 33(3): pp.328-338. 
Szmukler, G. (2000) Homicide Inquires, what sense do they make? 
Psychiatric Bulletin 24(1): pp.6-10 
Szmukler, G. (2014) The UN convention on the rights of persons with 
Disabilities and UK Mental Health Legislation British Journal of 
Psychiatry 205(1) pp.76-79 
Szmukler, G. and Appelbaum, P. (2008) Treatment pressures, 
leverage, coercion and compulsion in mental health care Journal of 
Mental Health 17(3): pp.233-244. 
Szmukler, G, Daw, R, and Callard, F. (2014) Mental health law and 
the UN Convention on the rights of persons with disabilities 
International Journal of Law and Psychiatry 37(3): pp.245-252 
Szmukler, G. and Holloway, F. (1998) Mental health legislation is 
now a harmful anachronism. Psychiatric Bulletin 22(11) pp.662-665 
Szmukler, G. and Holloway, F. (2000) Reform of the Mental Health 
Act. Health or Safety? British Journal of Psychiatry 177(3) pp.196-
200  
Szmukler, G. and Holloway, F. (2001) Mental Health Law: 
Discrimination or Protection? Maudsley Discussion Paper No 10. 
London. Kings College.  
333 
 
Szmukler, G., and Rose, N. (2013). Risk assessment in mental health 
care: Values and costs. Behavioral sciences & the law, 31(1): pp.125-
140. 
Taylor, P, Gunn, J. (1999) Homicides by people with mental illness; 
myth and reality. British Journal of Psychiatry 174(1): pp.9-14 
Tebbit, M. (2005) Philosophy of Law, An introduction. 2nd Edition. 
London. Routledge.  
Tellis, W. (1997) Application of a case study methodology. The 
Qualitative Report 3(3): pp.1-17  
Tew, J. (2013) Recovery capital: what enables a sustainable recovery 
from mental health difficulties? European Journal of Social Work 
16(3): pp.360-374 
Thorne, S., Kirkham, S.R and 2¶)O\QQ-Magee, K. (2004) The 
Analytic Challenge in Interpretive Description International Journal 
of Qualitative Methods 3(1): pp.1-11 
Thornicroft, G. (2011) Physical health disparities and mental illness: 
the scandal of premature mortality British Journal of Psychiatry 
199(6): pp.441-442 
Tickle, A., Brown, D., and Hayward, M. (2014) Can we risk 
recovery? A grounded theory of FOLQLFDOSV\FKRORJLVWV¶SHUFHSWLRQVRI
risk and recovery-oriented mental health services Psychology and 
Psychotherapy: Theory, Research and Practice 87(1) pp.96-110 
Time to Change (2013) Attitudes to Mental Illness 2012 Research 
Report. London. TNS.BMRB  
Timmermans, S. and Almeling, R. (2009) Objectification, 
standardization and commodification in healthcare; A conceptual 
readjustment. Social Science and Medicine 69(1): pp 21-27 
Tjora, A. H. (2006) Writing small discoveries: an exploration of fresh 
observeUV¶REVHUYDWLRQV. Qualitative Research 6(4): pp.429-451 
334 
 
Tod, A. (2010) Interviewing In Gerrish, K. and Lacey, A. (2010) The 
research process in Nursing. Chichester. Wiley-Blackwell. 
7RUUH\:DQG'UDNH53UDFWLFLQJ6KDUHG'HFLVLRQ-0DNLQJ
LQ WKH RXWSDWLHQW 3V\FKLDWULF &DUH RI $GXOWV ZLWK 6HYHUH 0HQWDO
,OOQHVVHV5HGHVLJQLQJ&DUH LQ WKH)XWXUH&RPPXQLW\0HQWDO+HDOWK
-RXUQDOSS- 
7UDF\ 6 -  4XDOLWDWLYH TXDOLW\ (LJKW ³ELJ-WHQW´ FULWHULD IRU
excellent qualitative research. Qualitative inquiry, 16(10): pp.837-
851. 
Trachtenberg, M., Parsonage, M., Shepherd, G., and Boardman, J. 
(2013). Peer Support in Mental Health Care: Is it good value for 
money. London. Centre for Mental Health Report, Centre for Mental 
Health. 
Traynor, M. Stone, K. Cook, H., Gould, D. and Maben, J. (2013) 
Disciplinary processes and the management of poor performance 
among UK nurses; bad apple or systemic failure ? A scoping study 
Nursing Inquiry 21(1): pp.51-58 
Tuckett, A. (2004) Qualitative research sampling: the very real 
complexities Nurse Researcher 12(1): pp.47-61 
Undrill, G. (2005) The risks of risk assessment. Advances in 
Psychiatric Treatment 13(4): pp.290-297 
United Kingdom Research Integrity Office (2009) Code of practice 
for research, promoting good practice and preventing misconduct 
Available at: http://www.ukrio.org/publications/code-of-practice-for-
research/   [Accessed  4th August 2014] 
United Nations (2008) Convention on the Rights of Persons with 
Disabilities. Available at 
http://www.un.org/disabilities/default.asp?id=259  [Accessed 1st 
March 2015] 
335 
 
University of Nottingham (2013) Code of research conduct and ethics 
Version 4 March 2013 Available at: 
http://www.nottingham.ac.uk/fabs/rgs/documents/code-of-research-
conduct-and-research-ethics-approved-january-2010.pdf  [Accessed 
August 4th 2014] 
Vassilex, I. and Pilgrim, D. (2007) Risk, trust and the myth of mental 
health services Journal of Mental Health 16(3): pp.347-357 
Wallcraft, J. (2003) The mental health service user movement in 
England. Policy Paper 2. London. Sainsbury Centre for Mental 
Health.  
Walsh, J., Stevenson, C., Cutcliffe, J., and Zinck, K. (2008) Creating 
a space for recovery focused psychiatric nursing care Nursing Inquiry 
15(3): pp.251-259 
Wand, T. (2011). Investigating the evidence for the effectiveness of 
risk assessment in mental health care. Issues in mental health nursing 
33(1): pp.2-7. 
Warner, J. and Gabe, J. (2004) Risk and liminality in mental health 
social work. Health, Risk and Society 6(4): pp.387-399 
Watkins, P. (2001) Mental Health Nursing: The Art of Compassionate 
Care. Oxford.  Butterworth Heinemann.  
Watkins, P. (2007) Recovery: A guide for mental health practitioners. 
Edinburgh Elsevier. 
Watts, M. (2007) They have Tied me to a Stake: Reflections on the 
Art of Case Study Research. Qualitative Inquiry 13 (2): pp.204-217 
Weinstein, J. (ed) (2010) Mental Health Service User Involvement 
and Recovery. London. Jessica Kingsley. 
West, M., Alimo-Metcalfe, B., Dawson, J., El- Ansari, W., Glasby, J., 
Hardy, G., Hartley G, Lyubovnikova, J., Middlteon, H., Naylor, P., 
Oynett, S., and Richter, A. (2012) Effectiveness of Multi-professional 
336 
 
team working in mental health care. London. Final Report. NIHR. 
Service Delivery and Organisation Programme.  
Wharne, S. (2005) Assertive outreach teams: Their roles and 
functions Journal of Interprofessional Care 19(4): pp.326-337  
Whitehead, E. and Mason, T. (2006) Assessment of risk and special 
observations in mental health practice: A comparison of forensic and 
non-forensic settings International Journal of Mental Health Nursing 
15(5): pp.235-241 
Williamson, T. (2002) Ethics of assertive outreach (assertive 
community treatment teams) Current Opinion in Psychiatry. 15(5): 
pp.543-547 
Williams, A. (2001) A literature review on the concept of intimacy in 
nursing Journal of Advanced Nursing 33(5): pp 660-667 
Williams, G.(2003) Blame and Responsibility Ethical Theory and 
Moral Practice. 6(4): pp 427-445 
Wisdom, J., Bruce, K., Saedi, G., Weis, T. and Green, A. (2008) 
µ6WHDOLQJ PH IURP P\VHOI¶: Identity and Recovery in Personal 
Accounts of Mental Illness Australian and New Zealand Journal of 
Psychiatry 42(6): pp.489-495 
Wolch, J. and Philo, C. (2000) From distributions of deviance to 
definitions of difference: past and future mental health geographies 
Health and Place 6 (3) pp.137-157 
Wolf, S. (2013) Sanity and the metaphysics of responsibility In 
Russell,P.  Deery, O. (eds) The philosophy of Free Will; Essential 
Readings from Contemporary Debates. Oxford University Press. 
Oxford. 
Woodbridge, K., Fulford, B. (2004) Whose values? A workbook for 
values-based practice in mental health care. London. Sainsbury 
Centre for Mental Health.  
337 
 
Woodward, H., Lemer, C. and Wu, A. (2009) An end to the witch 
hunts: Responding to the defenders of blame and shame. A 
commentary on Collins, Block, Arnold and Christakis Social Science 
and Medicine 69(9): pp.1291-1293 
Wright, D. (1997) Getting Out of the Asylum: Understanding the 
Confinement of the Insane in the Nineteenth Century. The Society for 
the Social History of Medicine 10(1) pp.137-155 
Wyder, M., Bland, R., Blythe, A., Matarasso, B., & Crompton, D. 
(2015). Therapeutic relationships and involuntary treatment orders: 
Service users' interactions with healthǦcare professionals on the ward. 
International Journal of Mental health Nursing.24(2): pp.181-189. 
Yates, I., Holmes, G., and Priest, H. (2012) Recovery, place and 
community mental health services Journal of Mental Health 21(2): 
pp.104-113  
Yin, R. K. (2003) Case study Research, Design and Methods. 3rd ed. 
Sage. London 
Yin, R. K (2014) Case study Research, Design and Methods. 5th 
edition. London Sage.  
Young, N. (2014) Psychosis In Hulatt I (ed) Mental Health Policy for 
Nurses. London. Sage.  
Zinn, J. (2008) Heading into the unknown: Everyday strategies for 
managing risk and uncertainty. Health Risk and Society 10(5): pp439-
450 
 
 
 
  
338 
 
8.0 Appendix 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
339 
 
8.1 Appendix I, Ethics Committee Approval                                   
 Derbyshire 
Research Ethics 
Committee 
1 Standard Court 
Park Row 
Nottingham 
NG1 6GN 
 
 Telephone: 0115 8839435  
Facsimile: 0115 9123300 
13 October 2010 
Dr Julie Repper 
Associate Professor 
University of Nottingham 
Duncan Macmillan House 
Porchester Road 
Nottingham 
NG3 6AA 
Dear Dr Repper 
 
Full title of study: An exploration of the meaning and practice of  
control in mental health settings  from the 
 perspectives of mental health workers and 
 service users 
REC reference number: 10/H0401/57 
 
Thank you for your letter of 30/09/2010. I can confirm the REC has received 
the documents listed below as evidence of compliance with the approval 
conditions detailed in our letter dated 15 June 2010. Please note these 
documents are for information only and have not been reviewed by the 
committee. 
Documents received 
 
The documents received were as follows: 
Document    Version    Date    
Covering Letter    30 September 2010  
Participant Information Sheet: Interviews  4.0  01 May 2010  
Participant Information Sheet: Observations  4.1  01 May 2010  
Participant Consent Form: Service Users - For 
Interviews with Digital Recording  
3.0  01 May 2010  
Participant Consent Form: Service Users - For 
Interviews without Digital Recording  
4.0  01 May 2010  
340 
 
  
 
 
You should ensure that the sponsor has a copy of the final documentation 
for the study. It is the sponsor's responsibility to ensure that the 
documentation is made available to R&D offices at all participating sites. 
 
 
 
Yours sincerely 
 
 
 
 
Mrs Lisa Gregory 
Committee Co-ordinator 
E-mail: lisa.gregory@nottspct.nhs.uk 
 
 
 
 
  
10/H0401/57 Please quote this number on all 
correspondence 
Copy to: Anne Felton 
Mr Paul Cartledge  
R&D office for NHS care organisation at lead site ± 
 Nottinghamshire Healthcare NHS Trust 
341 
 
8.2 Appendix II, 
Participant Information Sheet (Observations) 
An Exploration of the practice and meaning of control in mental health 
settings  
 
You are being invited to take part in a research study. Before you decide 
whether to take part it is important for you to understand why the research is 
being done and what it will involve. Please take time to read the following 
information carefully and discuss it with others if you wish. Ask me if there is 
anything that is not clear or if you would like more information. Take time to 
decide whether or not you wish to take part.  
What is the purpose of this study? 
The aim of this research is to explore the meaning and practice of control in 
mental health settings and examine it from the perspectives of mental health 
workers and service users.  The research seeks to explore the potential for 
tensions that may arise associated with control and to examine how if at all 
these tensions are experienced and managed within mental health practice.   
The study is being conducted as part of a PhD program. 
Why have I been asked to take part in the study? 
You have been asked to take part in the study because you have you have 
experience of working within adult mental health services and are attending 
one of the meetings where an observation may take place.  
Do I have to take part? 
Deciding whether to take part or not is entirely up to you.  You have been 
given this information sheet for information and the researcher will go 
through it with you in person if you show an interest in taking part and will be 
available to answer any further questions.  . You are free to withdraw from 
the study at any time, without giving a reason. All attendees at the meeting 
must give their consent for the observation to take place.  
What does the study involve? 
If you decide you want to take part in the study, the researcher will observe 
a team discussion in which you may be part. The observation would be of 
an existing discussion forum such as team meeting or ward review and will 
last for a maximum of the duration of a meeting. The researcher will be 
REVHUYLQJWKHZKROHPHHWLQJDQGDOOPHPEHUV¶GLVFXVVLRQ\RXZRXOGQRWEH
singled out.   
What will I have to do? 
As the observation is of normal working practices, no additional action will 
be required from you though the researcher will be asking for your consent 
for these discussions to be observed. The research is being conducted in 
two phases so you may be invited to take part in a follow up interview. If this 
is the case you will be asked again at this point whether you consent to 
being involved.   
:KDWZLOOKDSSHQLI,GRQ¶WZDQWWRFRQWLQXHLQWKHVWXG\" 
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You are free to withdraw from the study at any time, without giving a reason 
and without consequence. If you decide to leave the study, information 
collected so far cannot be erased and this may still be used as part of the 
study analysis. If you decide to withdraw part way through the observation, 
the researcher will leave the room.  
What are the possible disadvantages and risks of taking part? 
There is a risk that you may feel uncomfortable knowing that the researcher 
is observing a discussion that you are part of. However, the researcher will 
aim to make their presence as unobtrusive as possible and the process of 
observation is to explore the potential tensions that may arise around care 
DQGFRQWURODQGQRWWRMXGJHWHDPPHPEHU¶VSHUIRUPDQFH 
  What are the possible benefits of taking part? 
You will not directly benefit from taking part in the research study. However, 
the study is being conducted to help inform and develop mental health 
practice.  Therefore taking part will provide the space to reflect on the issue 
of control in mental health and potentially input into the development of the 
evidence base for mental health practice. 
Will my taking part in the study be kept confidential? 
Yes. Ethical and legal practice will be followed and all information about you 
will be handled in confidence. The researcher will be making notes during 
the observation. Names and other personal information will not be recorded.  
Notes will be stored in a locked filing cabinet for the duration of the study. 
Non-identifiable data will be stored in a secure archive in accordance with 
the University of Nottingham policy after this point.  
What happens if I disclosed something that may need reporting? 
If you disclose something that may need reporting, such as unsafe practice 
or reporting harm to self or others the researcher may be required to take 
further action and has a duty to do so. If this is the case you will be fully 
informed. The action will depend on the nature of what has been disclosed. 
However, the action is likely to include informing your key worker or the 
nurse in charge of the shift if you are using services. In relation to members 
of staff this will be the senior member of staff present in your service area.   
What if there is a problem? 
The research is being supervised by the Dr Julie Repper and Professor 
Mark Avis at the Division of Nursing, University of Nottingham. If you have 
any immediate concerns supervisors can be contacted at the following 
address: 
 
Dr Julie Repper                                                              Professor Mark Avis 
Associate Professor                                                       Head of School of 
Nursing, Midwifery and       School of Nursing, Midwifery and Physiotherapy                
Physiotherapy 
University of Nottingham                                University of Nottingham 
Duncan Macmillan House                            A Floor  Queens Medical Centre 
Porchester Road, Mapperley                        NG7 2HA 
Nottingham   NG3 6AA                                                      
 Email: Mark.Avis@nottingham.ac.ukEmail            
Julie.Repper@nottingham.ac.uk  
0115 9691300 Via Extension: 11109                              
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If you remain unhappy and wish to complain formally you can do this 
through the Nottinghamshire Healthcare NHS Trust Complaints process by 
contacting the services liaison department on Tel: 0115 993 4542.  
What will happen to the results of the study? 
The findings from this study will be written up into a report forming the 
researchers PhD thesis. The results may also be made more widely 
available to health professionals and mental health service users through 
journal publications and conference presentations. Individual participants 
will not be identified in any report or publication resulting from the study. A 
summary of the results can be sent to you at the end of the study if 
requested. 
 
Who is organising and funding the research? 
The study is being carried out by a researcher from the Division of Nursing 
at the University of Nottingham. It is part of the researchers PhD course and 
is not funded 
 
Who has reviewed the study? 
All research in the NHS is looked at by an independent group of people, 
called a Research Ethics Committee to protect your safety, rights, wellbeing 
and dignity. This study has been reviewed and given favourable opinion by 
the  Derbyshire Research Ethics Proportionate Review Sub-Committee. 
 
Thank you for taking the time to read this. 
If you have any questions or concerns about taking part in the 
research, or would like to discuss this further, please contact: 
Anne Felton                                                                     Dr Julie Repper 
Lecturer in Mental Health                                                 Associate Professor 
Division of Nursing                                                          Division of Nursing 
University of Nottingham                                      University of      Nottingham 
Duncan Macmillan House                                    Duncan Macmillan House 
Porchester Road, Mapperley                             Porchester Road, Mapperley 
NG3  6AA    Anne.Felton@nottingham.ac.uk  NG3 6AA   
                                                                      Julie.Repper@nottingham.ac.uk 
0115 9691300 Ex 10560 
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8.3 Appendix III Participant Information  
Sheet (Interviews) 
 An Exploration of the practice and meaning of control in mental health 
settings  
You are being invited to take part in a research study. Before you decide 
whether to take part it is important for you to understand why the research is 
being done and what it will involve. Please take time to read the following 
information carefully and discuss it with others if you wish. 
 
What is the purpose of this study? 
The aim of this research is to explore the meaning and practice of control in 
mental health settings and examine it from the perspectives of mental health 
workers and service users.  The research seeks to explore the potential for 
tensions that may arise associated with control and to examine how if at all 
these tensions are experienced and managed within mental health practice.   
The study is being conducted as part of a PhD program. 
 
Why have I been asked to take part in the study? 
You have been asked to take part in the study because you have current 
experience of either using or working within adult mental health services, or 
have had experience of having cared for someone who is using mental 
health services.  
 
Do I have to take part? 
No - deciding whether to take part or not is entirely up to you.  You have 
been given this information sheet for information and the researcher will go 
through it with you in person if you show an interest in taking part and will be 
available to answer any further questions. If you are using services 
choosing to participate or not will have no impact on the care you receive. 
All participants are free to withdraw from the study at any time, without 
giving a reason.  If you do agree to take part you will be asked to sign a 
consent form to indicate your agreement. 
 
What does the study involve? 
If you decide you want to take part in the study, you will be involved in a one 
to one interview with the researcher which will last for a maximum of 90 
minutes.  
 
What will I have to do? 
The interviewer will ask a series of questions to explore your views and 
perspectives on the issue of control in mental health services. The research 
is being conducted in two phases so you may be invited to take part in a 
follow up observation.  If this is the case you will be asked again at this point 
whether you consent to being involved.  
  
Where will the research take place? 
The interview will take place at a mutually convenient location to all 
participants involved.  For mental health workers (NHS staff) this will 
probably be in your workplace or alternatively at a private meeting space. 
For service users and their family members arrangements can be made for 
this to take place at a location of your convenience such as a meeting room 
in the care setting. This could also be in your own home if this is preferable.   
 
What are the possible disadvantages and risks of taking part? 
Being involved in this interview creates the possibility that sensitive issues 
may arise for you as part of the discussion. These areas are not the specific 
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focus of interviews. However, given that the researcher will be exploring the 
issue of control and the potential for tensions within mental health practice 
and for service users how this relates to their care, individuals may disclose 
or discuss issues which may have caused them distress. However you will 
never be put under any pressure to talk about issues or reveal information 
about yourself that you prefer to keep private. 
   
What are the possible benefits of taking part? 
You will not directly benefit from taking part in the research study. However, 
the study is being conducted to help inform and develop mental health 
practice.  Therefore taking part will provide the space to reflect on the issue 
of control in mental health and potentially input into the development of the 
evidence base for mental health practice. 
 
What will hapSHQLI,GRQ¶WZDQWWRFDUU\RQZLWKWKHVWXG\" 
You can withdraw from the study at any time and without giving any reason 
and without this affecting the care that you may be receiving.  If you decide 
to leave the study, information collected so far cannot be erased and this 
may still be used as part of the study analysis. 
 
Will my taking part in this study be kept confidential? 
Ethical and legal practice will be followed and all information about you will 
be handled in confidence. Names and other personal information will be 
removed from the research data and records. With your permission, I will 
make an audio recording of the interview so that we can obtain an accurate 
record of what was said. However, this will not occur if you do not want it to 
be recorded. All personal information, such as your name and contact 
details, will be stored in a locked filing cabinet to which only the researcher 
will have access. Non-identifiable data will be retained in a secure archive 
within the University of Nottingham. 
 
If permission for an audio-recording is given, this will be transcribed. 
However, any names and identifiable characteristics will be removed and 
your transcript will be allocated a code to which only the researcher will 
have access. If you do not wish to have the interview recorded the 
researcher will make some notes during discussion without making 
reference to personal details. Audio-recordings will be stored on a password 
protected computer and transcripts and notes secured in a locked filing 
cabinet for the duration of the study. After this date they will be stored in a 
secured archive in accordance with University of Nottingham policy.  
 
 
What happens if I disclosed something that may need reporting? 
If you disclose something that may need reporting, such as unsafe practice 
or reporting harm to self or others the researcher may be required to take 
further action and has a duty to do so. If this is the case you will be fully 
informed. The action will depend on the nature of what has been disclosed. 
However, the action is likely to include informing your key worker or the 
nurse in charge of the shift if you are using services. In relation to members 
of staff this will be the senior member of staff present in your service area.   
 
What if there is a problem? 
Contact numbers of support organisations including counselling service, 
advocacy groups and carer organisations have been included at the bottom 
of this information sheet. Team managers are aware the study is being 
conducted and therefore support can be arranged via managers. Key 
workers are also aware that the study is being conducted and that you have 
been invited to take part if additional support is required. 
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The research is being supervised by the Dr Julie Repper and Professor 
Mark Avis at the Division of Nursing, University of Nottingham. If you have 
any immediate concerns supervisors can be contacted at the following 
address: 
 
Dr Julie Repper                                                                   Professor Mark 
Avis 
Associate Professor                                                            Head of School of 
Nursing, Midwifery and  
School of Nursing, Midwifery and Physiotherapy                Physiotherapy 
University of Nottingham                                                     University of 
Nottingham 
Duncan Macmillan House                                                   A Floor  Queens 
Medical Centre 
Porchester Road, Mapperley                                              NG7 2HA 
Nottingham   NG3 6AA                                                       Email: 
Mark.Avis@nottingham.ac.uk 
Email            Julie.Repper@nottingham.ac.uk  
0115 9691300 Via Extension: 11109                              
 
 
If you remain unhappy and wish to complain formally you can do this 
through the Nottinghamshire Healthcare NHS Trust Complaints process by 
contacting the services liaison department on Tel: 0115 993 4542. The 
patient advice and liaison (PALS) service may also be contacted on 0800 
015 3367.  
 
What will happen to the results of the study? 
The findings from this study will be written up into a report forming the 
researchers PhD thesis The results may also be made more widely 
available to health professionals and mental health service users through 
journal publications and conference presentations. Individual participants 
will not be identified in any report or publication resulting from the study. If 
requested a summary of the results can be sent to you at the end of the 
study. 
 
Who is organising and funding the research? 
The study is being carried out by a researcher from the Division of Nursing 
at the University of Nottingham. It is part of the researchers PhD course and 
is not funded.  
 
Who has reviewed the study? 
All research in the NHS is looked at by an independent group of people, 
called a Research Ethics Committee to protect your safety, rights, 
wellbeing and dignity. This study has been reviewed and given 
favourable opinion by the Derbyshire Research Ethics Proportionate 
Review Sub-Committee. 
. 
Thank you for taking the time to read this. 
 
If you have any questions or concerns about taking part in the 
research, or would like to discuss this further, please contact: 
 
Anne Felton                                            Or                       Dr Julie Repper 
Lecturer in Mental Health                                        Associate Professor 
Division of Nursing                                                Division of Nursing 
University of Nottingham                                          University of Nottingham 
Duncan Macmillan House                                      Duncan Macmillan House 
Porchester Road, Mapperley                            Porchester Road, Mapperley 
NG3  6AA                                                                                    NG3 6AA 
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Anne.Felton@nottingham.ac.uk                 Julie.Repper@nottingham.ac.uk 
0115 9691300 Ex 10560                                         0115 9691300 Ex 11109 
 
 
Contacts for Support 
 
Nottingham Counselling Service 
32 Heathcoat Street 
Nottingham NG1 3AA  
Tel: 0115 950 1743 
Fax: 0115 988 1611 
Email: info@nottinghamcounsellingcentre.org 
 
Carers Federation                                                                     
Website:www.carersfederation.co.uk 
Tel: 0115 985 8485 
 
Advocacy Partners Speaking Up  
3a First Avenue 
Sherwood Rise 
Nottingham 
NG7 6JL 
Tel: 0115 962 8270 
Email: nottingham@speakingup.org 
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8.4 Appendix IV Consent Form   
                                           Version 3.0  May 2010  
(Form printed on local headed paper) 
 
Title of Study:  To explore the meaning and practice of control in 
mental health  
settings and examine it from the perspectives of mental health 
workers and service  
users 
 
REC ref: 10/H0401/57   
 
Name of Researcher:    Anne Felton     
   
 
Name of Participant: 
 
1. 
I confirm that I have read and understand the information 
sheet version number 3.0 dated May 2010 for the above 
study and have had the opportunity to ask questions. 
 
2. I understand that my participation is voluntary and that I am 
free to withdraw at any time, without giving any reason, and 
without my medical care or legal rights being affected. I 
understand that should I withdraw then the information 
collected so far cannot be erased and that this information 
may still be used in the project analysis 
 
3. I understand that data collected in the study may be looked 
at by authorised individuals from the University of 
Nottingham, and regulatory authorities where it is relevant 
to my taking part in this study. I give permission for these 
individuals to have access to these records and to collect, 
store, analyse and publish information obtained from my 
participation in this study. I understand that my personal 
details will be kept confidential. 
 
4.            I understand that interviews will be recorded and that 
anonymous direct quotes 
               From the interview may be used in the study report and may 
be used in subsequent publications. 
 
5. I agree to take part in the above study. 
 
6.         (Optional)I would / would not like to receive a summary of 
results from this study  (Please delete as appropriate) 
______________________ ______________    _________________
  
Name of Participant   Date          Signature 
 
 
________________________    _________________________________ 
 Name of Person taking consent Date          Signature 
 (if different from Principal Investigator) 
 
___________________                _________________________________   
Name of Principal Investigator Date          Signature 
2 copies: 1 for participant, 1 for the project notes 
Please initial box 
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8.5 Appendix V Interview Questions 
 
x Tell me a bit about the forums for decision making in your 
team 
- Who is involved in these forums? 
 
x From your perspective what are some of the factors that 
influence this decision making process? 
- Tell me about some times when you have seen these 
influence decision making 
- +RZDUHGHFLVLRQVDERXWLQGLYLGXDOV¶FDUHUHDFKHGZLWKLQ
this service setting? 
 
x Have you ever experienced any dilemmas in relation to 
making decisions about an LQGLYLGXDO¶V care? 
- What has informed this? 
- How was the decision reached? Was there any resolution? 
 
x Have there been any instances when you have felt like there 
was a lack of consensus or the team experienced difficulty in 
reaching a decision? 
 
x What if any are the barriers to the decision making process? 
 
           Font in italics = prompts 
 
